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Summary of Recommendations 

Medical Training 

WE RECOMMEND that 

1. teaching hospitals should accept that instruction in economy in prescribing 
is primarily their responsibility (68). 

2. hospitals should arrange courses on the cost of prescribing for both senior 
medical students and junior medical staff (69) 

3 . medical schools should send all students to work for a period with a 
general practitioner (71). 

General Medical Services 

WE RECOMMEND that 

4 . the Department of Health should urge general practitioners to make the 
British National Formulary the basis of their prescribing, and ask Local 
Medical Committees to assist in promoting its use (59(i)). 

5. the Department of Health and Local Medical Committees use all possible 
means short of prohibition to discourage the prescribing of drugs in 
Cohen categories 5 and 6 (59(ii)). 

6. when the Department of Health next issue the British National Formulary 
to general practitioners it should be in the Alternative Edition (72(A)). 

7 . the publication “ Prescribes’ Notes ” be issued more frequently, be made 
more topical, and include terse and candid notes giving an independent 
evaluation of new drugs as soon as possible (72(d) and 109 ; see also 
recommendation 20). 

8 . thought should be given to combining the lists of preparations in the 
British National Formulary, and their costs, and the type of information 
in . Presenters Notes ” about new drugs into a comprehensive pre- 
scribing handbook, a consolidated re-issue to be made from time to 
time (72(e)). 

9 . medical schools should consider arranging more post-graduate courses for 
general practitioners (72(f)). 

10 . the Department of Health should consider arranging for the Pricing 
Bureaux to give preliminary assistance to Local Medical Committees in 
examining prescription forms of doctors whose costs they wish to 
investigate (75). 

11 . the Department of Health should arrange for the issue of prescribing 
statistics to general practitioners to be speeded up so that if possible 
they are in the doctors’ hands within four months of the prescribing (75). 

12 . the Department of Health should consider splitting the larger Local 
Medical Committees so far as their function of investigating prescribing 
costs is concerned (76). 

13 . the Secretary of State should direct that when a general practitioner’s 

costs are over 50 per cent, above the area average for two consecutive 
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issues of the prescribing statistics, then, automatically, a panel appointed 
by the Secretary of State should investigate them and recommend the 
withholding of remuneration if excessive prescribing is found (79 to 81). 

14 . where excessive prescribing is found substantial penalties should be 
imposed (80). 

15 . the bodies representing general practitioners should suggest to Local 
Medical Committees that they take the initiative in arranging regular 
meetings with Local Pharmaceutical Committees (82). 



Hospital and Specialist Services 

WE RECOMMEND that 

16 . the Department of Health should arrange with Regional Hospital Boards 
that Hospital Prescribing Committees should be set up throughout the 
service (97-107). 

17 . Hospital Prescribing Committees should institute costing of hospital 
prescribing, relating particular consultant posts to defined areas of respon- 
sibility for prescribing (105). 

18 . Hospital Prescribing Committees should consider requiring junior doctors 
to obtain the counter signature of the Chief of the unit on prescriptions 
they write for unfamiliar expensive drugs (107). 

19 . Regional Hospital Boards should take a fully active part in making 
enquiries about and comparisons of hospital drug costs (108). 

20 . the Central Health Authorities should consider augmenting the Editorial 
Board of “ Prescribes’ Notes ” so that the publication may provide 
prompt information on new drugs. The appointment of a full-time 
Editor should also be considered. (109 and 12(d)). 

21 . the Department of Health should issue the British National Formulary 
(Alternative Edition) to hospital doctors as well as to general practitioners 
( 110 ). 

22. hospitals should make rules governing the access of representatives of 
drug manufacturers (111). 

23 . where a clinical trial involves the use of a new drug by family doctors, 
Boards of Management should require an estimate to be made of its 
cost both to the Hospital Service and to the General Medical Service 
(113). 

24 . where costs of trials are to be borne by the National Health Service, 
and their cost is expected to be over £250, Regional Hospital Boards 
should require the investigators to consult the Advisory Committee on 
Medical Research (113). 

25 . Regional Hospital Boards should encourage senior consultants to assume 
greater responsibility for work in out-patient Departments (115). 

Drug Manufacturing Industry 

WE RECOMMEND that 

26. the Central Health Authorities should invite, and if necessary compel, 
manufacturers to include on all printed advertisements the Cohen 

2 



Printed image digitised by the University of Southampton Library Digitisation Unit 



category, and the approved name and the price of their product in a 
uniform and distinctive device (118, 119). 

27 . the Department of Health should from time to time issue reminders of 
the meaning of the different Cohen categories (119). 

28. hospital doctors should be made aware of the danger of making uncon- 
sidered remarks to representatives which might be regarded as indicating 
approval of drugs (121). 

29 . the Medical Associations and the Association of British Pharmaceutical 
Industry should consult regularly to see that satisfactory standards are 
maintained in the advertising of drugs to doctors (122). 

30 . the Central Health Authorities should consider what steps can be taken 
to discourage the practice of “blunderbuss” therapy (123, 124). 

31 . the Department of Health should investigate the possibility of restricting 
duplication of drugs by amendment of the Law (125). 
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REPORT BY THE SCOTTISH COMMITTEE ON 
PRESCRIBING COSTS 

Introduction 

To the Right Hon. John S. Maclay, C.M.G., M.P., 

Secretary of State for Scotland. 

Sir, 

1. You appointed us on 16th June, 1957, with the following terms of 
reference : 

“ To enquire into prescribing practice in the General Medical Service and in 
the Hospital and Specialist Services in Scotland, with particular reference to the 
factors governing cost ; and to make recommendations.” 

Interpretation of Remit 

2. The terms of our remit made it clear that the field of our enquiry was 
to be prescribing practice within the General Medical Service and Hospital 
and specialist Services, which are financed by the Exchequer, and that 
prescribing in the Local Health Authority Services, the cost of which is met 
in part by the different local authorities, was excluded. We readily appreciated 
the advantage of considering prescribing in the General Medical Service and 
in the Hospital and Specialist Services together as each has a considerable 
effect on the other. For instance, the prescribing of general practitioners 
is undoubtedly influenced by the recommendations of the hospital consultants, 
and on the other hand, the cost of prescribing in hospital for out-patients is 
dependent on the volume and nature of cases referred there by general 
practitioners. 

3. At the same time we felt that the intention had not been to confine our 
enquiries too literally to prescribing practice, for good and efficient prescribing, 
in which economy is inherent, is only a reflection of good doctoring generally, 
which again is dependent to a considerable extent on the doctors’ whole 
conditions of practice. The size of the Drug Bill is also affected by the cost 
at which drugs are marketed and by the level of the payments made to 
chemists for dispensing. We felt sure that doctors would be encouraged in 
their own efforts to secure economy through their prescribing, if they could 
be assured that these other factors were receiving attention. Although our 
remit, and indeed our qualifications as a Committee, prevented us from 
making a detailed examination of these matters, we did feel it desirable to 
make some enquiry to see what action was being taken to secure reasonable 
prices for drugs and to see how the level of payments to chemists was fixed. 

Method of Procedure 

4. In view of the wide interest that was displayed in our task, we issued an 
invitation through the Press to all interested parties to submit evidence to us. 
In addition, we wrote individually to professional and health service bodies 
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concerned inviting them to give us the benefit of their views. We also felt 
that there would be a good deal to be gained from having discussion with 
representatives of many of these bodies and accordingly we devoted much of 
our time to hearing oral evidence. Altogether we received written evidence 
from 37 bodies and persons and heard oral evidence from 28. Lists of the 
names of those who gave evidence to us are given in Appendix I. 

5. During the course of our work we obtained, primarily from the Depart- 
ment of Health for Scotland, certain statistical information as a check on 
some of our ideas and as a guide to the validity of a number of contentions 
put to us in evidence. The statistical material received, to which reference 
is made throughout the Report, is appended. 

Acknowledgments 

6. We should like to record our recognition and appreciation of the close 
interest in our problem displayed by the professional and other bodies who 
gave evidence to us and of the forthright and constructive manner in which 
they put forward their views. 

7. We should like to express our warm appreciation of the services given by 
the Secretary of the Committee, Mr. F. H. Cowley, whose assistance has 
greatly facilitated our work. 



PART I 

Historical 



The rise in the Drug Bill 

8. The continuing increase in the Drug Bill for the National Health Service 
was the reason for setting up this Committee. Since 1949, the first full year 
of operation of the Service, the Drug Bill in Scotland had by 1957 increased 
by about 100 per cent in the General Medical Service and 90 per cent in 
the Hospital and Specialist Services. The annual increases in costs, together 
with the annual numbers of prescriptions and the average costs, are shown 
in Appendix II. 

9. In the General Medical Service, 42 per cent of the 100 per cent increase 
in the Drug Bill took place in the first three years of the Service, from 1949 
to 1951. From 1952 to 1955 the level was comparatively steady and these 
years account for only 18 per cent of the rise. The balance of 40 per cent 
occurred in 1956 and 1957, the last two years for which we have figures. 
The trend was approximately the same in the Hospital and Specialist Services. 

10. The period was of course one of general inflation during which the 
value of the Pound declined, and consequently the figures are not by them- 
selves a true measure of the increase in the real cost of drugs prescribed. 
Taking the value of the Pound in 1948 as 100 its 1957 value was only 71-4. 
If the amounts of the Drug Bill for the General Medical Service and the 
Hospital and Specialist Services in 1949 and 1957 are together expressed in 
terms of 1948 values, the increase is one of 45 per cent. 
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11. During this period also there have been brought into use many new 
and costly drugs some of which have been of great benefit to patients and, 
so far as the rise in the Drug Bill is due to the proper use of these, it is to be 
welcomed as a measure of the improved treatment which can now be given — 
provided, of course, that the new drugs have been marketed at reasonable 
prices. It is also true that since 1949 the number of old people has increased 
(there are now 104 old people over 65 years of age per 1,000 of the population 
compared to 99 in 1949). Although we have no certain evidence that old 
people are on the whole heavier consumers of drugs it may well be thought 
that an increase in the proportion of old people in the population is a 
contributory factor in the rise in National 'Health Service drug costs. 

12. One cannot say to what extent any of these factors account for the 
rise in the Drug Bill. We understand that the effect of the change in the 
value of the Pound on the costs of a particular service is not necessarily one 
of simple arithmetical proportion. Figures of expenditure on new drugs 
would not reveal whether there is any wasteful expenditure about their use. 
And as we have mentioned it is difficult for us to say what, if any, necessary 
increase in costs is attributable to the increase in the proportion of old people 
in the population. 

13. Further, if these factors could be quantified, one could not say that the 
balance of the rise represented the avoidable expenditure on drugs. There 
may or may not have been waste from the outset ; and, on the other hand, 
further factors are involved such as improvements in the diagnosis of sickness 
and in methods and types of treatment. 

14. As a Committee comprised mainly of medical practitioners, without 
members qualified in statistics, we considered that our contribution was not 
expected to be by way of an attempt at close statistical analysis of the 
position. We have however studied Mr. J. P. Martin’s book “ Social Aspects 
of Prescribing ”, Clearly the development of statistical enquiry by those, 
like him, qualified to do it will be complementary to our own work. 

15. We felt that the way in which we could contribute most was to examine 
prescribing practice as it is currently carried on, and its circumstances, to 
see whether there is any wasteful expenditure on drugs, and if so how it 
might be eliminated. At this point we think that it would be helpful to an 
understanding of the problem to describe the existing administrative frame- 
work of prescribing and the measures already taken to try to secure reasonable 
economy. 

Framework of Prescribing in the General Medical Service 

16. In the framework of prescribing in the General Medical Service the 
main feature that is apparent from the financial point of view is that neither 
the doctor who prescribes nor the patient who consumes has a direct financial 
interest in the cost of the medicine. The doctor’s remuneration is by capita- 
tion fee per patient ; the cost of the medicine he prescribes is not met out 
of this. 

17. The doctor is required under the Regulations “ to render to his patients 
all proper and necessary treatment ” and “ to order . . . such drugs ... as 
are requisite for any treatment given to a patient”.* Whatever drug the 

* National Health Service (General Medical and Pharmaceutical) (Scotland) Regulations, 
1955: Paragraphs 6(1) and 7(10) of First Schedule. 

6 



Printed image digitised by the University of Southampton Library Digitisation Unit 



doctor prescribes the chemist will supply it with only a shilling charge to the 
patient and without charge to the doctor. The chemist sends the prescription 
forms he has dispensed to his Executive Council each month and after they 
have been priced, according to a Drug Tariff, the Council pay the chemist 
the amount due (see Appendix III). Doctors may also order stocks of drugs 
that they wish to administer themselves or which are likely to be needed 
before they can be obtained from a chemist by the patient. The chemist 
supplies these free to the doctor who in turn supplies them without charge 
to the patient, and the chemist is paid by the Executive Council. 

18. Although the doctor has no direct financial interest in the cost of the 
drugs he prescribes, his remuneration may be affected later on if it is found 
that he has been prescribing extravagantly. Under the Regulationst, the 
Local Medical Committee — composed of doctors in the same area — are 
expected to enquire into his prescribing from time to time. If, after examina- 
tion of the prescriptions and hearing the doctor’s explanations, they consider 
that the cost is in fact excessive they may then recommend the Executive 
Council to withhold a sum of money from the doctor’s remuneration. The 
doctor has a right of appeal to the Secretary of State. 

19. In areas where there is no chemist’s shop within reasonable distance, 
a doctor may be required to dispense for his patients. In Scotland 176 
doctors — about 7 per cent of general practitioners — dispense for at least 
some of their patients. This practice involves the doctor in buying and 
stocking drugs. A doctor can choose to be paid in one of two ways for this 
service ; he can be paid in the same way as a chemist, in which case he 
receives a dispensing fee, etc., from the Executive Council together with 
reimbursement of the cost of the drugs he has supplied ; or he may choose to 
be paid a capitation fee of 10s. per annum per patient for dispensing which 
is intended to cover his expenses on drugs, except certain costly items for 
which he may receive additional payment. Of the 176 doctors in Scotland 
who dispense for patients, 30 have chosen the system under which they are 
paid in the same way as a chemist and 146 have chosen the system under 
which they receive a capitation fee per patient for dispensing together with 
additional payment for certain expensive drugs. 

Framework of Prescribing in the Hospital and Specialist Services 

20. The five Regional Hospital Boards for Scotland have the general 
responsibility for the running of hospitals and for their costs, including the 
cost of the drugs and dressings used. 

21. The hospital doctor prescribes as his professional judgment dictates, 
without financial sanctions. There is a kind of corporate responsibility for 
the treatment of patients in that senior consultants set the pattern to their 
juniors for prescribing. For in-patients the doctor prescribes for dispensing 
by the hospital pharmacist ; for out-patients, in cases where the hospital 
doctor prescribes, the prescription is dispensed sometimes in the hospital 
pharmacy and sometimes outside by a retail chemist. 

22. While Regional Hospital Boards naturally enjoin hospitals to keep their 
prescribing costs constantly in view, there is for hospitals no system laid 

f National Health Service (Medical and Pharmaceutical Service Committees and Tribunal) 
(Scotland) Regulations, 1948: Regulation 12. 
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down for the investigation of apparently excessive costs and there is no provi- 
sion for withholding remuneration from a hospital doctor when extravagance 
comes to light. 

Measures already taken in connection with the cost of prescribing 

23. The framework of prescribing in the National Health Service thus sets no 
limit to the expenditure on drugs. If tomorrow a new and costly drug were 
marketed in this country that was claimed to cure the common cold tihe Drug 
Bill could leap again overnight. A great deal therefore depends on the sense 
of financial responsibility of the doctors who prescribe and, as the research 
of the drug manufacturers leads to a continuing flow of new and costly drugs, 
so will a great deal more depend on it in the future. 

24. We therefore enquired about the measures already taken to develop the 
sense of financial responsibility of medical students, junior House Officers 
under training and doctors actually in practice, and about any other measures 
taken to avoid wasteful expenditure in the Drug Bill. The various measures 
at present in force, as we understand them, are described below. 

Training in Medical Schools 

25. Under-graduate education is the time, par excellence, when the student 
should have the opportunity to develop the faculty of critical assessment 
which will be of such assistance to him in appraising information about drugs 
and selecting those to prescribe. The teaching of Pharmacology and Thera- 
peutics is now usually spread over several years and during the early part 
the student learns the action of drugs on the human body and the broad 
principles which govern their use in the treatment of disease. At this stage 
it is too early to go into questions of cost. By the final year of study the 
student knows the various types of case and has a firm grounding in diagnosis, 
methods of clinical examination and prognosis. At this point some 
universities give lectures in clinical therapeutics and many physicians draw 
attention to the cost of drugs. But so far as we know there is no organised 
course of instruction dealing with the cost of prescribing for senior students 
or junior medical staff in any of the hospitals. 

Measures taken to secure economy in the General Medical Service 

26. We found that the range of action taken by the health service authorities 
to help to promote efficient and economical prescribing in the General Medical 
Service was considerable. The measures taken fall under four heads and 
concern the doctor, the patient, the drug manufacturer and the chemist. 

Measures concerning the doctor 

27. The main efforts concerning the doctor have evidently been directed 
first towards making him more critical of the therapeutic status of drugs and 
new pharmaceutical preparations, and secondly towards giving him information 
about his own prescribing costs. The following are the first set of measures : 

(a) A copy of the periodic issues of the British National Formulary is 
given to each general practitioner in the Service and to every medical 
student in Scotland. This is published by the British Medical Association 
and the Pharmaceutical Society of Great Britain and contains a compre- 
hensive range of preparations and formula:, together with notes for 
prescribes on various groups of drugs. 
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(4) A Standing Joint Committee, which was set up by the Central and 
Scottish Health Services Councils in 1954 under the chairmanship of 
Sir Henry Cohen (now Lord Cohen of Birkenhead), classifies new pro- 
prietary preparations according to the evidence available concerning their 
therapeutic value : lists of the drugs in certain of the classes are sent to 
general practitioners from time to time. (The classes are explained in 
Appendix IV.) 

(c) The Ministry of Health and the Department of Health for Scotland 
publish “ Prescribes’ Notes ” — brief pamphlets for circulation to all 
doctors in the Service. They give information about drugs and trends 
in prescribing. 

{d) The Department of Health have sent out booklets to general practi- 
tioners showing the costs of commonly prescribed drugs and comparing 
the prices of a large range of standard and proprietary drugs. 

(e) The Regional Medical Officers of the Department of Health are 
available, in the course of their routine visits to general practitioners, to 
give any assistance they can about drugs and prescribing. 

(/) In addition, -refresher courses for general practitioners are organised 
by the Medical Schools and certain travelling and subsistence allowances 
are -paid by the Department of Health to those attending ; almost 
invariaby these courses include discussion of therapeutics and prescribing. 

28. Secondly, to keep the general -practitioner informed of the cost of his 
own prescribing, statistics are issued to him for three selected -months in the 
year. These Show the average cost -per patient of the drugs the doctor has 
prescribed, together with the average cost fo-r all doctors in the area and for 
Scotland as a whole. -Recently there have been added figures to show t-he 
average number of prescriptions he has issued per -patient, and the correspond- 
ing average for his colleagues in the area and in Scotland as a whole. The 
doctor’s prescription forms, showing the costs of the medicines prescribed on 
them, may on request be sent to his -home address for perusal. 

29. As a further measure to avoid wasteful expenditure on drugs, a duty has 
been placed on Local Medical Committees to investigate doctors’ prescribing 
from time to time. The Regulations provide that in cases where excessive 
prescribing is found, after the doctor has been giv-en an opportunity to furnish 
an explanation, a sum of money may be withheld from his remuneration. The 
fact that there have been only a few cases of money -being withheld in this 
way — figures are given in Appendix V — is perhaps to be expected in a system 
under which the initiative for -such investigations lies primarly with the doctor’s 
own colleagues in the same area. A better indication of the Local Medical 
Committees’ work in this direction is that in 1957, for instance, they investi- 
gated the costs of at least some 250 doctors, or about 10 per cent of the 
general practitioners in the General Medical Service, and consulted or gave 
advice to at least 120 of them. The educative value of these discussions 
between doctors -practising in the same area is very great and is an important 
influence helping to secure economy in prescribing in the General Medical 
Service. 

Measures concerning the Patient 

30. The main measure concerning patients has been th-e institution of 
shilling charges payable to the chemist for each item of medicine received on 

9 

87771 A 5 

Printed image digitised by the University of Southampton Library Digitisation Unit 



a doctor’s prescription. The purpose of this was mainly to bring in extra 
funds to help to meet the cost of the Service, but it was evidently also 
intended to deter frivolous demands on the Service and demands for the 
medical treatment of trivial upsets. 

31. General practitioners may on request be issued with printed cards for 
display in their waiting rooms or to importunate patients, making it clear on 
the authority of the Department of Health that the decision as to what 
medicines are necessary for treatment lies with the doctor alone and not with 
the patient. 

Measures concerning the Manufacturers of Drugs 

32. In hearing representatives of the Association of British Pharmaceutical 
Industry, whose members in this country and abroad manufacture a very large 
proportion {90 per cent) of the drugs prescribed in the National Health Service, 
and in hearing also officers of the Department of Health, we raised the 
question whether cost investigations by the Government were undertaken to 
make sure that the prices charged for drugs were not excessive. We had in 
mind that it would be of little use asking for the co-operation of doctors in 
securing economy if excessive prices drained away the saving achieved. 

33. We cannot claim to have determined whether or not the prices charged 
are in fact reasonable, but we 'have satisfied ourselves that the National 
Health Service authorities are fully aware of the need for investigation into 
the cost of pharmaceutical preparations. The Public Accounts Committee 
of the House of Commons, whose function it is to see that Exchequer funds 
are economically spent for the purposes for which they were voted, and to 
enquire into any possible waste of public funds, have for several years been 
raising this question of investigation into the prices at which drugs are 
marketed. The Health Departments have been attempting by various investi- 
gations to satisfy themselves and the Public Accounts Committee that the 
prices charged are fair and reasonable and we understand that the price 
investigations are intended to be a continuing process over the years. 

Measures concerning the Chemists 

34. Payments to retail chemists for the drugs they dispense under the 
National Health Service are under two heads. First the chemist receives 
for each prescription a payment intended to cover the cost of the drugs he 
has supplied ; and inquiries between the Chemists and the Health Depart- 
ments are at present being conducted to see whether these payments are 
at the right level. As remuneration for his professional services and also 
to cover his overhead expenses and to give him a return on his capital, 
the chemist receives on each prescription a dispensing fee and an oncost 
allowance which are fixed after negotiation on a Whitley Council. We 
understand that a regular survey is to be instituted to check that these 
payments to chemists continue to represent fair and reasonable remuneration. 
(Appendix VI shows the Drug Bill for 1957 divided according to the heads 
mentioned above.) 

35. We noted the reference to chemists’ remuneration in the Public 
Accounts Committee’s Report of July, 1958, also the comments on this 
Report issued by the Pharmaceutical Standing Committee in Scotland. 
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Measures taken to secure economy in the Hospital and Specialist Services 

36. The health service authorities do not seem in the past to have been 
able to devise measures for application on a national scale to secure economy 
in prescribing in the Hospital and Specialist Services to the extent that 
they have done in the General Medical Service. This is understandable 
when one has regard to the nature of the Hospital and Specialist Services 
in which specialists are prescribing and often assessing new drugs. Further- 
more, hospital doctors tend to work in teams, or units, in which the chief 
consultant sets the pattern of the prescribing and it is therefore less easy 
to define responsibility for particular prescribing and its cost than in the 
General Medical Service. 

37. With the encouragement of the central authorities, however, individual 
Regional Hospital Boards and Boards of Management, on whom respon- 
sibility for expenditure in the Hospital and Specialist Services is placed, are 
making their own efforts to secure economy within their individual hospitals, 
largely through Medical Staff Committees and Medical Superintendents, with 
advice and guidance about drugs and their costs from hospital pharmacists. 
In hearing evidence from hospitals throughout the country we have selected 
what seem to us to be the schemes most suitable for general application and 
we have embodied these in our recommendations regarding the Hospital 
and Specialist Services. 

38. There is at present in Scotland one centrally-operated scheme for 
securing economy in hospital drug costs that we should like to commend. 
That is the system of centrally-negotiated contracts for the supply of certain 
drugs and preparations, which we understand results on the whole in prices 
appreciably below those otherwise obtainable. 

General 

39. Measures, already taken to control expenditure on drugs have, therefore, 
been concentrated mostly on the General Medical Service. While they 
have presumably not been without some effect, we could not help noticing 
that the figures in Appendix II show that the rise in the Bill for the General 
Medical Service has been, year by year, proportionally almost exactly parallel 
with that for the Hospital and Specialist Services. From this we infer that 
the forces operating on each have been much the same, and accordingly 
that the measures taken to control expenditure in the General Medical Service 
have been somewhat less successful than might have been hoped. We do 
recommend, however, that in general they should be continued as they are 
a necessary complement to the measures which we advocate in the next 
Part of the Report. 



PART II 

General Medical Service 

Is there any Wasteful Expenditure on Drugs? 

40. The prescribing statistics which in Scotland are issued three times a 
year for each doctor show marked differences in the prescribing costs of 
different doctors and in the average prescribing costs of different areas. 
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For instance, the statistics for August, 1957, show that 20 doctors 'had costs 
■over 5s. per patient while 20 doctors had costs below Is. 3d., and that the 
area averages varied between Is. 6d. and 2s. 3Jd. (One penny on the monthly 
cost per patient on a single average size list of 2,000 patients means extra 
expenditure of £100 in a year.) The simplest explanation would be that 
these differences reflected real variations in the needs of the patients con- 
cerned, and the greater morbidity of some areas as against others. The fact, 
however, that doctors practising in the same area of a city, or with similar 
country practices, can still have considerably differing costs — as the statistics 
show— does suggest that the needs of patients are not the only factor, and 
that the attitude of the doctor is also significant. 

41. We have attempted a limited examination of the statistical material 
available to see if there was any correlation between high costs and what 
were suggested as a number of possible causes. Among other things we 
compared the costs of doctors in areas of high and low density of population 
and doctors with large and small lists. We related claims for sickness 
benefit with prescribing costs in the four cities and we obtained figures 
comparing pre-war and post-war days of sickness absence of the insured 
population. The figures are given in Appendices VII to X. Although it 
may be that large-scale statistical surveys and analyses conducted by experts 
would enable the effect of any of these factors to be isolated, we could 
not achieve this on the basis of our tables and we felt unable to draw 
reliable conclusions from them as to the cause of unduly high costs. 

42. More successfully we examined the costs of doctors in different age 
groups, and Appendix XI, which shows these, does suggest that younger 
doctors have a higher average cost per patient for drugs than older doctors. 
However, this deduction is of little use by itself and we would recommend 
that further statistical analysis on this subject be carried out in an attempt 
to isolate the causes. 

43. Generally, we considered whether to have surveys and close analyses 
carried out, but came to the conclusion that it would not be the best way 
for us to proceed ; for it was very doubtful whether at the end of the day 
the delay which was bound to be caused would, on balance, have been found 
to be to advantage. 

44. We approached the question from a different angle and examined the 
doctor’s conditions of service to see if there existed any factors which 
might be expected to limit the competence of his prescribing, and thus 
dispose towards wasteful expenditure. There seemed to us to be two distinct 
sides to this question. In the first place, there is the general standard of 
medical practice, of which prescribing is a part. We feel that if a doctor 
can make careful examinations and accurate diagnoses and keep up to date 
in his knowledge of the actions and use of drugs 'he will not normally give 
a patient medicine if it is not needed. It would be quite possible, however, 
for such a doctor to be unaware of or to disregard costs to the extent that 
he might frequently prescribe the most expensive of equally suitable prepara- 
tions. We looked first, therefore, to see whether existing training and 
conditions of practice were such that they permitted good practice in the 
general sense and, secondly, we considered whether, in the circumstances 
in which they work, doctors are able and can reasonably be expected to have 
regard to the relative costs of similar preparations. 
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45. Regarding training, there is naturally an emphasis on hospital and 
specialist cases and their respective treatment, in which drugs may play 
a major role. Patients seen in hospital wards do not necessarily represent 
a cross-section of the type of patients seen in general practice. It is, of 
course, essential that the student should have an appreciation of these cases, 
but at the same time he may tend to overlook the fact that these are not 
characteristic of the general run of cases encountered in general practice 
which include many in which the patient could be expected to recover just 
as safely and quickly without drugs. 

46. In practice itself we felt that conditions are often such that the general 
practitioner does not have time enough to get to know his patients properly. 
Their problems and their family backgrounds are however matters of real 
importance for remedying the sort of complaints on which general prac- 
titioners are frequently consulted. The expression “ family doctor ” brings 
to mind very well the relationship in which the doctor can work most usefully. 
Often patients will go to their doctor ostensibly about some trivial complaint 
whioh has become for them the focus of a more general worry. Without 
the time to understand his patient a doctor has little chance of getting to 
the bottom of such a problem and he will be tempted to satisfy the patient 
with a prescription instead. This in turn only reinforces the so-called 
“medicine habit”. We are convinced that many patients, no less than 
doctors, now sense that their need is more often for the doctor to find time 
to get to the root of their trouble, than it is to be given medicine. 

47. Another relevant factor in conditions of service is that with the present 
form of remuneration, based on the number of patients on their lists, doctors 
are open to pressure by patients to prescribe drugs or sometimes a particular 
drug. Such pressure may be grounded in the attitude of mind of some 
patients that payment of “ stamps ”, or Income Tax for that matter, creates 
an entitlement which is not fulfilled unless the tangible benefits of a prescrip- 
tion are given. (We have heard that some patients believe that the whole 
of the weekly insurance stamp goes to finance the Health Service, whereas, 
in fact, only a portion — 19 per cent for men and 17 per cent for women— is 
so used.) While our inquiries suggest that specific and outspoken pressure 
is not common and that most doctors withstand anything so blatant, the 
desirable freedom to change doctors which patients enjoy does mean that, 
whether or not a word is spoken, a patient expecting drugs and who is 
disappointed can cause a loss of one or several capitation fees. The sensitive- 
ness of doctors to this situation is not lessened by a small minority who have 
undoubtedly augmented their practices by unashamedly lavish prescribing. 

48. We have mentioned that an up-to-date knowledge of drugs is a factor 
in efficient and economical prescribing. This is difficult to maintain in 
view of the wide and increasing range of potent and complex medicaments 
which are now available. The volume of reference works and current litera- 
ture about the actions of these many drugs, which it would be necessary 
at least to scan to use the drugs efficiently, is very considerable, and the 
necessary reading would take up a great deal of time. From morning to 
night the general practitioner is kept busy with matters other than reading. 
In these circumstances, taking into account the time necessary for the proper 
study of drugs and the little time the doctor has available for this purpose, 
it is exceedingly difficult for a general practitioner so to keep abreast of 
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progress in therapeutics that he can prescribe with maximum efficiency and 
thus with economy. 

49. There is, o£ course, the flow of advertising literature from the drug 
manufacturers which, owing to its format, is generally easy, to read at a 
glance. It is, however, at least questionable whether this information is 
sufficient to provide a basis for the proper selection of drugs. In some 
cases it is comprehensive and authoritative ; in others it presents an over- 
simplification. Unfortunately there is a third group where the information 
is misleading and goes far beyond the mere purveying of information, doing 
much to undermine a rational and critical approach to prescribing toy 
doctors. The question of the advertisement of drugs in our view has merited 
separate attention and we have dealt with this matter in a later section of 
the Report. 

50. Under these conditions of practice, we would not be surprised to find 
some prescribing that was inefficient and unduly costly. This view has 
received corroboration in the consultant field where we .have heard that 
reference of patients toy general practitioners sometimes indicates that expen- 
sive courses of treatment have 'been given before even elementary diagnostic 
procedures have been carried out. From the Local Medical Committees we 
have heard that general practitioners do find it difficult fully to develop and 
maintain their knowledge of the specific uses of the increasing range of 
drugs available. 

51. On the question of the relative costs of equivalent drugs, while a doctor 
may not wilfully disregard them, the pressure to which he is subjected makes 
it difficult for him to attend to tiresome details of relative prices, information 
about which may not be very readily accessible. However cost-conscious 
a doctor may desire to be, the facts and pressures of practice are such that 
it is very easy to forget cost and a matter of considerable effort to pay attention 
to it. Quite high costs may be the cumulative result of innumerable and small 
acts of omission on the doctor’s part, not one of which seems in his eyes— -or 
indeed in any sympathetic observer’s eyes — particularly culpable. 

52. We are of the opinion that, despite the efforts of general practitioners 
to prescribe as efficiently as they can under the burden of the difficulties in 
which they at present work, there is undoubtedly a considerable amount of 
wasteful expenditure on drugs in the General Medical Service attributable to 
imperfect prescribing practice. 

53. The steps which have already been taken in the General Medical 
Service to try to meet the situation fall into three 'groups. There is the supply 
of information, both about drugs and their costs. There are the prescribing 
statistics, giving the costs of individual doctors and different areas. Finally 
there are the quasi-disciplinary procedures which the Local Medical Com- 
mittees may undertake. We have considered various ways of improving tlhe 
steps already taken and thought of a number of others which fall into one 
or other of the categories. In addition we considered a number of what might 
be called “ restrictive ” measures which raise the question of what is commonly 
referred to as the doctor’s “ freedom to prescribe ”. We will discuss this first. 

Prescribing : the Doctor’s Duty 

54. In fact, as we have noted in paragraph 17, this “ freedom ” is a duty 
to “ render to his patients ail proper and necessary treatment ” and “ to 
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order . . . such drugs ... as are requisite for any treatment given to a patient ”. 
In other words, in so far as freedom does exist it applies only within the range 
of proper and necessary treatment. 

55. It should not be forgotten that before the introduction of the National 
Health Service the doctor did not have this wide latitude in prescribing, in 
the days when he needed to have regard to the ability of those of his patients 
who were outwith the National Health Insurance Scheme to pay for the 
drugs he prescribed. 

56. There is a sense in which this latitude can seem unreasonable. The 
doctor would not, we think, pretend that he is able himself to assess the worth 
of all the complex medicaments now available, and he would probably admit 
to basing his choice in part on the advertising literature he receives from the 
makers as he is unable to find the time to study adequately the official 
information. In many instances, therefore, he is making not the free choice 
of the medicament most suitable for his patient’s needs but instead choosing 
one from a range about which he is not fully and objectively informed and 
of whose full extent he is not even aware. He will not necessarily choose 
the most suitable drug for the patient or the most economical of equally 
suitable medicaments. With these points in mind it seems disingenuous to 
argue that a restriction of the doctor’s field of choice, especially if carried 
out by acknowledged experts, would ibe in any way to the disadvantage of 
the patient and, if it so reduced the field of choice that the doctor could really 
know it thoroughly, it might in many instances tend to rationalise prescribing. 

57. If these contentions are true — and we believe them to be so — where 
does the objection to restrictions on prescribing lie? Is it simply a matter 
of professional pride carried to unreasonable lengths? We feel the crux of 
the matter to be a fear of “ bureaucratic interference ”, By their terms and 
conditions of service, doctors are in a very different position from, say, 
scientific civil servants. The picture of the scientist prevented by bureaucratic 
interference and parsimony from achieving his laudable aims is one of the 
classic cameos of the age — justifiably or not. It is a predicament which the 
medical man has an earnest wish to avoid. The modest restrictions which 
would be imposed by a limited list of drugs, for example, would hold few, if 
any, dangers. In our opinion restriction imposed in this way would be no 
more serious than the limiting influence of lack of knowledge. But doubtless 
many would regard it as the thin end of the wedge, in that it would be a 
deliberate act of prohibition by some central body associated with the 
administration. 

58. We ourselves feel that, because a doctor in the circumstances in which 
he now prescribes is unable to make the best use of the latitude in prescribing 
afforded by his terms of service, this is not in the last analysis a sound reason 
for restricting him further. The probable and understandable unease of the 
profession in the face of any such limitation is in our opinion too high a price 
to pay for the marginal financial savings which, as we explain later, seem all 
that would be likely to be gained. 

Consideration of Possible Restrictive Measures 

59. Notwithstanding the general objection in principle to restrictions, we 
felt it was neoessary to examine the possibilities to see whether they contained 
any means of alleviating the difficulties under which the general practitioner 
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at present works or any way of eliminating the wasteful expenditure on drugs 
wlhich results from these difficulties. The possibilities fall into five broad 
categories : — 

(i) Limited list of drugs 

A list of drugs could be drawn up giving a full therapeutic armamentarium, 
but excluding expensive proprietary versions for which less costly standard 
equivalents exist and drugs of no proved therapeutic worth. In effect this 
might consist of not much more than the drugs in the British National Formu- 
lary plus the drugs in Cohen Category 1. Drugs prescribed from this list would 
be accepted as a charge on the Drug Bill, but if a doctor considered that his 
patient should have a drug not on the list, then the patient would himself 
pay for it privately. In the event of a doctor knowingly or unknowingly 
prescribing on an N.'H.S. form one of the drugs not listed he might himself 
be charged for it as doctors at present are if they prescribe preparations not 
held to be medicine — for example, foods. 

The saving of the cost of drugs excluded from such a list would however 
be at the least partially offset by the cost of the listed drugs which the doctor 
might prescribe instead. 

While we could not support the introduction of such a system, we do 
advocate in this connexion that doctors should voluntarily adopt the British 
National Formulary as the basis of their prescribing and we recommend 
that the Department of Health should urge its consistent use and seek the 
co-operation of the Local Medical Committees to this end. We have in 
mind not that a doctor should make price comparisons, selecting individual 
economical items from the British National Formulary, but that as a general 
rule he should make the Formulary the basis of his prescribing. We are 
ourselves satisfied that some saving in the Drug Bill would thus result without 
incurring the disadvantages of compulsory restriction. 

(ii) The " black " list 

Alternatively a list might be drawn up of drugs which would not be allowed 
as a charge on the Drug Bill, and might comprise, for example, many of the 
drugs in Cohen Categories 5 and 6. A doctor would be able to prescribe one of 
the prohibited drugs if -his patient was prepared to pay for it privately. Again, 
if a doctor prescribed one of these drugs on an N.H.S. prescription form, he 
might himself be liable to bear the cost. 

These drugs account however for only a very small percentage of the Drug 
Bill (see Appendix XII) and in many cases a permitted drug would be 
prescribed instead. There is accordingly no guarantee that a large enough 
saving would result to justify making this circumscription of the doctor’s 
discretion. 

We do however recommend that the Department of Health should use all 
possible means short of prohibition to discourage the prescribing of drugs 
remaining in these categories and they should request Local Medical Commit- 
tees to ask general practitioners to justify the prescribing of them as proper 
and necessary treatment where their use is disclosed. 

(iii) A limited list of diseases 

Here, a list of diseases would be drawn up for the treatment of which 
medicines might be charged to the Drug Bill. In practice suoh a list might 
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be divided into groups of more and less serious diseases, drugs for the more 
serious being provided free, and for the less serious, only on the payment of 
a prescription charge. We considered this possibility but considered it 
quite impracticable to draw up a limited list of diseases on a satisfactory 
basis. 

(iv) A limitation on the quantity of drugs prescribable at any one time 

In New Zealand the Drug Bill has been reduced markedly by limiting the 
quantity of certain drugs prescribable on any one occasion to a 15 days’ 
supply. So successful was the measure that the period has recently been 
reduoed to 10 days. In view of this, it is obviously attractive to consider 
introducing such a limitation here. It could be expected, however, to lead 
to some extent to more frequent prescribing and hence the number of pre- 
scriptions, and dispensing fees, would rise. Most illnesses are, of course, of 
fairly short duration and in these cases any expenditure on wastefutly large 
quantities of drugs would be saved, but it would need to be ascertained 
whether the saving on this account would outweigh the cost under the 
Scottish system of the extra dispensing work involved in other cases. It 
would certainly seem desirable if it were decided to adopt any such system— 
in spite of our objection in principle to restrictions— that it should be given 
a trial in perhaps one or two Executive Council areas in order that the 
results might be compared with the costs of other areas in which the present 
system continued to operate. Clearly there would have to be exceptions for 
chronic sick cases. An added problem in this country, if any such scheme as 
this were to be welded to the service as it is at present administered, would be 
the difficulty of identifying further prescriptions issued before the chosen period 
had expired. In New Zealand, as patients claim refunds against a chemist’s 
receipt and as the prescription form itself is not used by the State as a basis 
for paying the chemists, this raises little difficulty. 

(v) A financial ceiling 

While it would, be clearly impossible, without causing serious hardship 
to many people, simply to impose a ceiling on expenditure on the Drug Bill 
in the General Medical Service, we wondered whether some of the difficulties 
associated with this concept might not be avoided if, as for most dispensing 
doctors, a financial “ ceiling ” were placed on individual dootors by means 
of an agreed dispensing capitation fee per patient per year. The doctor 
would write prescriptions in the usual way and 'the patient receive drugs from 
the chemist as at present. The chemist, however, would receive payment by 
the presentation of accounts to the doctors whose prescriptions he had 
dispensed, and the. doctor would, in turn, meet these accounts from his agreed 
capitation fee, or if they exceeded this, from 'his general remuneration. As 
with dispensing doctors, there could be a list of special drugs for which a 
doctor might receive payment over and above his capitation fee. 

On reflection we were satisfied that a proposal of this kind would not 
really avoid the main problem inherent in the idea of a financial ceiling. 
The central difficulty is that of settling the level at which the ceiling should 
be placed. Costs of prescribing doctors vary and it would be difficult 
to reach an agreed capitation fee ; indeed, it might well be impossible to 
reach an equitable one. Again, while doctors in more remote areas have 
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traditionally and necessarily worked within a system of this sort, it is 
possible that the prescribing doctor, who has not, might occasionally be 
tempted to under-prescribe if an exceptional amount of illness among his 
patients took him beyond his ceiling. Although the principle involved in a 
capitation payment for drugs could be applied in other ways than the one we 
have outlined, none seems to us to avoid the objections we have mentioned. 

(vi) Schemes in operation abroad 

Certain schemes of restriction reflecting one or more of these principles 
operate in a number of countries, notably New Zealand, Australia and 
Denmark. It may be argued that as these countries’ schemes work and the 
doctors practising in them accept the restrictions apparently without protest, 
objection by those who would retain the present National Health Service 
system is unconvincing. This seems to us to ignore the point that the systems 
represent merely the limit to which “freedom” to prescribe in the state 
system has been extended in these countries, and the degree of liberty there 
enjoyed is doubtless cherished. It would be a very different proposition to ask 
Scottish doctors, used to a comprehensive National Health Service, to restrict 
themselves now to the same point. Furthermore, it would seem that these 
restricted systems are not without their own particular problems and anomalies 
and that their control places considerable additional burdens on doctors and 
administrators. Also their cost, for what they do provide, does not in our 
view compare favourably with the comprehensive system provided in Britain. 
There is a further point. Although, as we have said, we feel that if a patient 
were prescribed only the drugs on the limited list he would not suffer 
medically, it is possible that in certain circumstances an impression might 
be created that the National Health Service offered only a utility service, 
and that a fuller and better one might be obtained by those who paid privately 
for it. We feel that it is important that the general conception of the 
National Health Service should not be changed in this way. 

(vii) General 

Our general conclusions were that such restrictions would not really touch 
the question of good or economical prescribing. They would merely alter 
circumstances external to the doctor, often with an effect which might well 
be detrimental to his actual prescribing practice. Having in mind what we 
have read of experience abroad, we consider that extravagance cannot in 
practice successfully be confined by prohibitions on prescribing practice. And 
further we doubt whether the features of many of the restrictive procedures 
operated abroad could be introduced without detriment to the patient. 

Substitution of Equivalents 

60. In a slightly different class is the suggestion that chemists should be 
authorised to supply identical standard equivalents for proprietary drugs 
prescribed by general practitioners, unless a special need for a proprietary 
brand is indicated. A variation of the same idea is that a list of preparations 
with equivalent therapeutic effect be drawn up centrally and chemists 
authorised in certain circumstances to dispense an equivalent when a prepara- 
tion in the same group is prescribed. The object of these suggestions has 
been to achieve a saving to the Exchequer through the dispensing of less 
costly equivalents and to reduce the capital the chemist has to lay out on 
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drugs by cutting down the variety of brands requiring to be stocked. It 
appears that legal complications would be likely to attend the operation of 
such a system in the General Medical Service, as distinct from such an 
arrangement made within a hospital by internal agreement between the 
hospital doctors and hospital pharmacist. These would derive from possible 
claims by patients that the medicament they were given by the retail chemist 
was, in fact, not exactly the same as that prescribed by the general practi- 
tioner. In the circumstances, we decided not to recommend that any such 
system of substitution should be introduced into the General Medical Service 
and the Pharmaceutical Service. 

Incentives 

61. It is perhaps appropriate to consider at this point the question of 
possible incentives to the doctor to prescribe economically. In the early 
days of National Health Insurance there was a scheme popularly known as 
the “floating sixpence” whereby every doctor had a notional annual sum 
allotted to him for drugs per patient on his list. If, within the area, the 
doctors managed to keep within this figure on average, the saving was 
refunded to them up to a maximum of sixpence per patient per year. No 
individual doctor could himself gain by serious under-prescribing, and on 
the other hand a doctor who found it really necessary to prescribe expensively 
was not prevented from doing so. The scheme did serve to give the doctor 
some incentive to economical prescribing. It seemed to us however that the 
purely financial nature of the incentive was unsatisfactory — what was not spent 
on drugs to a oertain extent went into the doctors’ pockets. We did consider 
the possibility of modifying the scheme in such a way that any saving might 
be used to create a fund to be administered by Local Medical Committees or 
perhaps the appropriate professional bodies for improvements in the Service 
that would at once benefit both patients and doctor — for example, by helping 
the doctor to pay for ancillary help which otherwise he might be unable to 
afford. Besides the formidable practical difficulties which would attend any 
such scheme, however, we thought that it might still be regarded as a kind of 
bribe which might occasionally work to the disadvantage of patients. 

Dispensing Doctors 

62. Payments to dispensing doctors for the drugs they supply work out on 
average at considerably less per patient than the drug costs of doctors who 
write prescriptions for dispensing by chemists ; and as between dispensing 
doctors who are reimbursed in the same way as chemists and dispensing 
doctors who receive a capitation fee for dispensing, the latter, even taking 
into account the additional payments for expensive drugs, have considerably 
the lower costs. Details are given in Appendix XIII. In view of this it has 
sometimes been suggested that it would accordingly help greatly to reduce the 
Drug Bill if all, or a great many more, doctors were to do their own dis- 
pensing. There are, in fact, overriding considerations that would be 
inappropriate for discussion here which have long led to the practice of 
prescribing for separate dispensing by a pharmacist rather than for dispensing 
by the doctor himself. When the National Health Service was set up it was, 
we understand, an accepted principle that prescriptions should be made up 
by a pharmacist, except for patients generally in country districts whose 
remoteness from chemists’ shops made this impossible. 

19 



Printed image digitised by the University of Southampton Library Digitisation Unit 



63. While there is therefore no question of extending the practice, we felt 
bound to consider this striking difference in cost between dispensing and 
other doctors. It would require a very detailed study to compare the services 
provided by the two groups and the morbidity of the populations they serve. 
There are however one or two general considerations which clearly must be 
borne in mind when thinking about this matter. As the dispensing doctor has 
to buy and stock his own drugs it seems probable that he is closer to drug costs 
than the prescribing doctor. This may give him a more critical and more 
enquiring attitude towards the effect of drugs and a better sense of their value 
in relation to their costs. In other words, he will tend to work from a range 
of tried drugs with which he is familiar. This will, of course, be of his own 
choosing, and we have no reason to believe that it will not comprise a full 
therapeutic range especially when supplemented, in the case of the capitation 
fee doctor, by the expensive drugs for which he can receive special payment. 
These reflections suggest that the comparison between dispensing and 
prescribing doctors is not a simple one. We consider however that there is a 
general moral to be drawn — namely that where doctors are more aware of 
costs and where they work from a familiar and not too extensive range of 
drugs, their costs do appear to be lower. Some of the recommendations we 
make reflect this moral. 

Prescription Charges 

64. We considered also the possibility of an increase in the prescription 
charges at present payable by patients, as a means of securing economy. 
This question is perhaps a matter within our remit only to the extent that the 
amount payable for drugs by the patient might in practice affect prescribing. 
One effect of an increase in the charges would be to strengthen the deterrent 
against patients troubling their doctor needlessly about trivial complaints, 
and in so far as this would relieve the pressure on the doctor’s time it would 
be welcome. On the other hand, we have had the view expressed by doctors 
practising in poorer areas that an increase in the charges would lead to too 
great a deterrent in the case of families in poor circumstances. 

65. On balance we feel that, while it is important to try to reduce the 
pressure on doctors’ time, this should not be attempted by increasing the 
prescription charges. At the same time we do not suggest that with the 
charges at their present level there is justification for their removal. 

66. The possibility of introducing a graded prescription charge in conjunc- 
tion with lists of diseases rather like those used in the Australian Pharma- 
ceutical Benefit Scheme was suggested by one body from whom we received 
evidence. Under such an arrangement “life-saving” drugs prescribed, for 
example, for serious acute illnesses, serious chronic infections or disabling 
illnesses, or chronic diseases like diabetes or pernicious anaemia could be 
provided free, or for a small charge only. A higher charge or scale of higher 
charges might be levied on drugs prescribed for less serious complaints. 
Some remedies — tonics, laxatives and so on — would be charged for in full. 
Despite certain attractions that the graded scheme has compared with the 
undifferentiated Is. charge, there seem to be great difficulties when we 
consider the possibility of its application in any comprehensive health service. 
In a comprehensive health service a doctor would have to classify his prescrip- 
tions according to the charge to be paid, and this would add to the distractions 
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which consume too much of his time as it is, and there would be the border- 
line cases over which it would be difficult to secure consistency between one 
doctor and another without a considerable volume of detailed guidance. 

Educative Measures 

67. Jn our view it is the doctor’s attitude towards prescribing, his state of 
mind, that counts and it seems to us that it is education which gives the best 
chance of reaching this. The following group of measures are primarily 
educative in character and largely intended to assist the medical student to 
obtain a practical knowledge of prescribing, and to help the doctor to keep 
abreast of information about drugs in the minimum possible reading time and 
without the need to search for information. 

In Medical Schools 

68. There seems to be some doubt in medical teaching circles — and indeed 
it was reflected in our discussions — as to where the responsibility lies for 
teaching economy in prescribing, that is, whether it is a function of the 
university departments of pharmacology and therapeutics, or one for the 
clinical teachers in the National Health Service hospitals. Our considered 
view is that, in the formal and academic teaching which is given in the 
universities, it would be neither appropriate nor profitable to bring up ques- 
tions of cost, the practical application of which is still remote in the student’s 
career — although we approve of the revision courses in therapeutics during 
the final year held in some universities, in which costs and economical 
prescribing can usefully be mentioned, and the financial responsibilities of 
the doctor stressed. We consider that the central authorities should make it 
clear to Regional Hospital Boards that in the main, teaching of costs is a 
function for the teaching hospital, for it is in hospital wards and out-patient 
departments, where treatment is actually being carried out, that prescribing 
habits are formed, and where the student can best be expected to retain the 
information related as it is to particular cases. 

69. An increase in the amount of instruction given on costs could, we feel, 
be expected to follow a clear statement by the central authorities to Regional 
Hospital Boards and Deans of Medical Schools as to where the respective 
duties lie in this matter. If our view is accepted that this teaching should be 
done in the course of clinical instruction in the hospitals, then we recommend 
that the authorities there should be invited to arrange courses on the cost of 
prescribing for both senior medical students and junior hospital staff. It is 
consistent with our views as to the locus of the responsibility for teaching 
costs, that we do not favour pressing universities to introduce, for example, a 
question on prescribing alone in the final examination. 

70. We have mentioned that hospital training seems at present not to stress 
sufficiently the difference between the treatment of cases found in hospital 
and those commonly experienced by the general practitioner. We should 
like to see more emphasis laid upon instruction designed to help with the 
problems of general practice and for this work the collaboration of general 
practitioners could usefully be enlisted. 

71. We see a useful example in the practice which some medical schools 
have of sending students to work with general practitioners for a period. 
This seems to us admirable and we feel it should become general and should 
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not be limited, to students who intend to become general practitioners them- 
selves, as we are very much of the view that potential hospital doctors would 
also benefit from such an experience. All too often it has been brought home 
to us that many hospital doctors are insufficiently aware of the conditions of 
practice and of the needs of the general practitioner. Nor are they aware in 
many cases of the differences in the cost of the same drugs in the General 
Medical Service and the Hospital Service. 

For the Doctor in Practice 

72. (a) Information about drugs. Unless he has a sound up-to-date 
knowledge of drugs and their costs a doctor cannot prescribe correctly and 
economically. We have already noted that in present conditions of practice 
a general practitioner has little time to keep abreast of information about 
the action and use of the formidable array of drugs now available. In our 
view, therefore, the information he needs should be presented to him in a form 
that he can digest in the minimum reading time and be able to refer to readily 
when necessary. With this in mind, we consider that a doctor in the National 
Health Service should have: 

(i) a comprehensive list of preparations and formulae, showing the normal 
dispensing quantities and dosages ; 

(ii) a list of the costs to the Health Service of these preparations and 
formulae ; 

(iii) terse and candid notes giving am independent evaluation of new 
drugs within the shortest possible period after their appearance on the 
market. 

(ib) List of drugs. The comprehensive list at (i) is contained in the British 
National Formulary. We have been impressed by the Alternative Edition 
in which the preparations and formulae are grouped according to their pharma- 
cological action and use instead of in alphabetical order, and we recommend 
that when the next issue is made to doctors it should be in this Version. As 
in many cases the Formulary indicates appropriate dispensing quantities 
we would hope that its increased use would have the effect of curbing the 
prescribing of unduly large amounts of drugs. By use of the Formulary 
reference the quantity in these cases would be predetermined unless otherwise 
stated. 

(c) Comparative costs. The list of the costs of drugs to the National Health 
Service referred to at (ii) could presumably be prepared only by the Depart- 
ment of Health for Scotland and we recommend that they should undertake 
its production. 

(d) Notes on New Drugs. The publication “ Prescribes’ Notes ” is 
generally agreed to be most valuable, and there is no doubt it has saved a 
considerable amount of money by promoting more informed use of certain 
preparations. We feel however that it is sometimes pedagogic in tone. 
Frequently it gives advice only after the event, drawing attention to the 
misuse of a drug. When the advice has been given beforehand it has been 
especially valuable and where possible we should like to see this done more 
often. The uninformed use of drugs tends to occur soon after they appear on 
the market, before they have been classified by the Cohen Committee and 
before the doctor has on hand any information other than the manufacturers’ 
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advertisements. We feel strongly that the character of “ Prescribes’ Notes ” 
should be radically changed to meet this problem. It might then provide the 
notes on new drugs at (iii). We go into our proposals under this head at 
length in the section on the Hospital and Specialist Services headed 
“ Prescribers’ Notes ” (see paragraphs 109 and 110). 

(e) Prescribing Handbook. Ideally, the list of preparations and formulae, 
and the comparative costs, would be amalgamated, and the notes on new drugs 
would be in a form that they could toe added on, the whole to form a compact 
“ Prescribers’ Handbook A consolidated re-issue, with the notes on the 
new drugs in alphabetical order at the back, in cases where the drug was not 
absorbed into the main list, would be made from time to time. Practical 
difficulties may make it impossible to achieve what we regard as this ideal 
presentation of the information the doctor needs to be able to prescribe 
efficiently, but we have described it as an objective and recommend that 
serious efforts should be made to attain it. It would seem clear that to avoid 
duplication of the resources of the bodies involved, a common prescribing 
handbook for use in England and Wales as well as in Scotland, would be 
desirable. 

(f) Post-graduate Courses. The fact that the general practitioner may be 
isolated from the stimulus of medical discussion with colleagues is a serious 
drawback which reflects on ihis prescribing as well as on other aspects of his 
practice. We therefore endorse the provision of post-graduate courses for 
general practitioners. These should, we think, include lectures on the 
financial framework of prescribing and the supply of drugs in the National 
Health Service. We reoognise and appreciate the excellent work which is 
being carried out in this field by the College of General Practitioners. They 
have done much to meet the challenge inherent in the general practitioner’s 
situation, by encouraging attendance at regular courses which they organise 
as a programme of postgraduate studies. 

Quasi-disciplinary Measures 

73. Since the National Health Service puts such wide discretion on general 
practitioners in matters of prescribing, they have correspondingly heavy 
financial responsibilities. We have not felt able to recommend that any new 
restriction should be placed on the doctor, but we make the following group 
of recommendations designed to facilitate and augment the work of Local 
Medical Committees in investigating prescribing. 

74. Some Local Medical Committees, with the support of the general 
practitioners in their areas, are active in the investigation of prescribing 
costs. By consistently bringing extravagance to the attention of the doctors 
concerned and by not hesitating to recommend if necessary that sums ibe 
withheld from remuneration, they do succeed in maintaining an awareness of 
costs, and the equity of their actions is acknowledged by the body of general 
practitioners in the area. However, the activity of Local Medical Committees 
varies greatly and some seem to us to be slow in operation. There are, we 
realise, reasons which make the investigation of colleagues’ prescribing costs 
distasteful. While on the one hand it is often argued that only doctors prac- 
tising in the same area should sit in judgment on one of their number, there 
is little doubt that where doctors and Executive Council members are well 
known to each other, situations of embarrassment can arise if investigations 
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are carried to any length. We have reason to believe that this is apparently 
preventing a number of Local Medical Committees from pursuing their 
enquiries with any vigour. Again, much depends in any area upon the 
personality and predisposition of the Committee members themselves. 

75. In .making this criticism of the work of some Local Medical Committees 
we do not underestimate the demands which the investigations make on the 
time and energy of Local Medical Committee members. When, after 
examination of the prescribing statistics, the members have decided which 
doctors’ costs should be investigated, they then have to look at literally 
hundreds of prescription forms. For it is only from the cumulative evidence 
of individual prescriptions that a fair picture emerges of the doctor s prescrib- 
ing habits. We have given much thought to ways of relieving this burden 
and recommend that consideration be given to the possibility of. having some 
of the preliminary examination of scripts carried out by the Pricing Bureau. 
We understand that to count the number of prescriptions in Cohen Categories 
5 and 6 prescribed by the doctors .for whom the information would be likely 
to be requested by Local Medical Committees, and to work out the numerical 
proportion of proprietary and standard drugs prescribed, would cost only little 
in extra staff. This information would, of course, be only a general guide 
but it might well save Local Medical Committee members many evenings of 
tedious work and give them a useful guide as to where to direct tiheir further 
examinations. It would apparently cost not much more to provide a simple 
therapeutic classification of the prescriptions issued by such doctors, and this 
would probably be even more useful to Local Medical Committees. We 
consider that the money would be well spent. To give this assistance to the 
Committees would enable them to devote more time to the full examination 
of the prescribing most in need of scrutiny. It would also be of great 
assistance to all concerned if the prescribing statistics could be issued sooner if 
possible so that they are available within four months of the prescribing. 

76. Some Local Medical Committees organise their prescribing investigations 
better than do others and one exceptionally large Committee responsible for a 
correspondingly large number of doctors in practice seems to us particularly 
unwieldy. Although the .proportion of members to doctors in practice is 
roughly the same everywhere, the larger Committees like the smaller tend 
nevertheless to put much of the vital work through one Member. The larger 
the Committee the more delay this practice involves. Various solutions are 
practicable tout the one we would recommend is that of splitting the very large 
Local Medical Committees for the purpose of the exercise of their function 
of investigating prescribing. 

77. Under the existing regulations, if the Secretary of State is not satisfied 
that a Local Medical Committee and Executive Council are paying sufficient 
attention to excessive prescribing, (he may, under default powers, require the 
prescribing of doctors against whom a prima facie case exists to be examined 
by a person or persons appointed by him. This “ panel ” may, if they see fit, 
recommend that a sum be withheld from the doctors’ remuneration. 

78. It was intended, no doubt, that the existence of this power would enable 
the Secretary of State to stimulate lax Local Medical Committees. In practice 
however it has apparently been felt difficult for the Secretary of State to Press 
Committees to look at the prescribing of particular doctors, because we 
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understand of his appellate function with regard to any recommendations 
Local Medical Committees may make that remuneration be withheld. 

79. This difficulty is in our view the crux of the matter. We therefore 
recommend that the Secretary of State should automatically require a panel 
to investigate the prescribing of any doctors whose costs exceed, for two 
consecutive issues of prescribing statistics, a given percentage above the 
area average — except where an investigation and formal report had been 
made by the Local Medical Committee on the basis of the first set. We would 
leave it to the Secretary of State to decide what kind of panel to have, either 
setting up a standing body or appointing a person or persons for each case as 
it arises. Being mandatory when costs reach a certain level, the scheme would 
involve no invidious singling out of individual doctors. All whose costs are 
above this level, and whose prescribing was not the subject of an investigation 
and formal report by the Local Medical Committee, would be looked into. 
Where the panel saw reason to do so they could recommend that a sum be 
withheld from a doctor’s remuneration. On the other hand they might think 
a warning appropriate or they might find that the doctor’s costs were justified. 
Tile investigation of extreme cases would however be assured. If it is not 
possible to implement this scheme under the existing regulations we consider 
that they should be amended as necessary. 

80. In the event we would very much hope that Local Medical Committees 
would themselves carry out the action which would render this central 
arrangement largely unnecessary. We would certainly not wish it in any way 
to supersede their work, the educative value of which alone is very great. We 
have however seen how some doctors with persistently high costs, who are 
considered to have profited personally by their over-prescribing and whose 
actions must 'have a serious inflationary effect on the costs of doctors anxious 
to retain their patients, go for years without any serious attempt being made 
to investigate (heir costs, let alone withhold sums from their remuneration. 
This excessive prescribing seems to us a very serious offence striking at the 
root of the Health Service and we would like to see it much more vigorously 
dealt with, and penalties imposed which bear some relation to the money 
wasted and the lack of responsibility demonstrated in the use of virtually an 
open cheque on the public purse. The scheme we have suggested would ensure 
that extreme cases were examined and decided one way or the other, and that 
all high prescribes were properly investigated. We consider that the general 
run of conscientious practitioners would be greatly encouraged and freed from 
the temptation to over-prescribe defensively. This in turn would enable them 
to take a more positive line in the education of patients, especially those 
who persistently demand medicine of a particular brand. 

81 . After some deliberation it seems to us that the most suitable percentage 
above the area average to be taken for this purpose would be 50. We con- 
sidered suggesting 100 per cent but the cases with costs so high may well 
oonsist mainly of doctors with very small lists whose costs are inflated by a 
few patients requiring very expensive drugs. Such doctors would be easily 
recognisable and neither Local Medical Committees nor (he Secretary of 
State’s panel would give them cause for concern. If 50 per cent were taken 
we are satisfied that the real offenders would be revealed. The percentage 
could of course be altered in the light of experience. 
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Liaison with chemists 

82. We think that advantage would accrue to both sides if the general 
practitioners and chemists in an area were to meet from time to time to 
discuss matters of common interest. Such meetings take place between 
hospital doctors and pharmacists and both have acknowledged to us the 
benefits they derive from this liaison. On the one hand the doctors welcome 
the pharmacists’ special knowledge of drug data, especially concerning new 
preparations, and on the other hand the pharmacists find it easier to make 
their choice of brands of preparations to be stocked. We feel that similar 
advantages would accrue in the General Medical Service and we recommend 
that the bodies representing the general practitioners should suggest to the 
Local Medical Committees that they take the initiative in approaching the 
Local Pharmaceutical Committees to arrange such meetings. 



PART III 

Hospital and Specialist Services 

Is there any waste? 

83. As with the General Medical Service, so in the Hospital and Specialist 
field we first tried to establish whether there was any wasteful expenditure 
on drugs attributable to prescribing practice. Again we agree with the view 
that economy in prescribing is only one aspect of efficient practice in which 
maximum economy consistent with the best treatment of the patient is inherent. 

84. The considerations which affect prescribing in hospitals differ consider- 
ably from those in the General Medical Service. Doctors prescribing in 
hospitals are not exposed to pressure from patients. Generally, hospital 
patients have either a specific complaint requiring specialist treatment or 
need special diagnostic procedures. The hospital doctor does not prescribe 
iin isolation as does a general practitioner, but is a member of a unit or team 
in which the chief sets the pattern of prescribing. Assessment of the value of 
new drugs is also undertaken. 

85. The nature of the medical attention provided in the Hospital Service and 
the factors affecting prescribing there are such as to make a general assess- 
ment of the question whether there is wasteful prescribing difficult. But at 
the same time we feel we can point to factors affecting the hospital doctor 
which could lead to extravagance. 

86. The main such factor is the lack of information about drug costs in 
hospitals. From the evidence we have received we are satisfied that generally 
speaking hospital doctors do not know the cost of the drugs they have 
prescribed. Prescribing statistics are not produced for hospital doctors as 
they are for general practitioners. (It is clear that to produce comparable 
prescribing statistics for individual hospital dootors would not be feasible, 
for while the work done by all general practitioners, particularly those working 
in the same area, is broadly comparable and the prescribing costs of one may 
be set roughly side by side with those of another, a hospital, doctor’s charge is 
of a more specialised nature and varies considerably from time to time and 
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so it is scarcely ever possible to make simple comparisons. Also, costs vary 
sharply between different types of unit, a cardiac unit being relatively less 
expensive for example, an endocrine unit more costly. Since the prescribing 
of a junior is influenced by the chief of his unit it might indeed be unfair to 
compare the costs of individual juniors in different units even where the 
work was similar.) 

87. Further, apart from the general responsibility that they may be expected 
to have in spending Government money, hospital doctors are not personally 
concerned in the cost of their prescribing. Their remuneration is unaffected 
by the cost of the drugs they use and they are not subject to any sanctions 
comparable to those exercised in the General Medical Service by Local 
Medical Committees. 'We think that the State as provider of the money is 
too remote to maintain in the mind of the individual hospital doctor a feeling 
of financial responsibility. 

88. With this absence of cost-consciousness one would not even expect to 
find economy. We cannot escape the conclusion that many hospital doctors 
do not know, and feel at present no real incentive to enquire, whether one of 
a number of similar preparations is cheaper than another. As a result more 
expensive ones are often chosen. For example, we have been told how two 
equally effective courses of treatment of almost equal duration can cost by 
■using one preparation as little as 5d. and by using another 14s. 6d. Instances 
of this type are not unusual. The fact that an occasional patient exhibits 
an intolerance which makes the use of the more expensive preparation 
necessary does not invalidate the general argument. 

89. Wasteful expenditure on drugs can accrue from a lack of knowledge of 
the limits of usefulness of a drug as well as from lack of information about 
its cost. Although hospital doctors possess expert knowledge in their 
specialties they are not necessarily correspondingly knowledgeable about 
either therapeutics or pharmacology outside their own specialties. Indeed, 
when it comes to assessing the worth of the large number of new drugs that 
have appeared on the market in the last few years they are subject to the 
same disadvantage as the general practitioner, especially when, as not 
infrequently happens, accounts of the clinical trials of new preparations appear 
in foreign journals, some of them very obscure, or in out of the way journals 
sponsored by the industry itself. Again, only a minority of hospital doctors 
are sufficiently versed in medical statistics to make for themselves a reliable 
assessment of such published accounts as they do in fact have a chance to 
read. This situation suggests to us, that, regarding its medical efficiency also, 
prescribing in hospitals leaves room for wasteful expenditure on drugs. 

90. A chief of a unit who is interested in costs may exercise considerable 
influence over his juniors, but juniors are still responsible for a good deal of 
independent prescribing, notably in out-patient departments, and their inex- 
perience renders them particularly susceptible to the influence of the represen- 
tatives of the drug manufacturers. 

91. Another factor tending to extravagance is that it is possible for hospital 
pharmacies to be stocked with several different varieties of therapeutically 
equivalent drugs, many of which may be left on the shelves as they become 
unfashionable, or as doctors who favoured them transfer elsewhere. 

92. Altogether, therefore, it seems to us that the current state of prescribing 
and cost-consciousness in hospitals leaves room for real improvement and 
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considerable saying, without the efficiency or effectiveness of hospital treatment 
being in any way impaired or the necessary free play of enquiry and experiment 
jeopardised. 

93. In the General Medical Service we found that measures already taken 
to induce economy in prescribing fell broadly into three categories. There 
was the supply of information — both about drugs and about costs. There 
were prescribing statistics. And there was the quosi-disciplinary action 
instituted by Local Medical Committees. As we have .already pointed out, 
for the hospital service there are no personal prescribing statistics and in 
consequence a serious shortage of information about doctors’ costs, and there 
is a serious shortage also, from the doctors’ point of view, of immediate 
information about new preparations. We believe in fact that the most profit- 
able action we can recommend is to improve the nature and flow of informa- 
tion generally, and to suggest a number of educative and persuasive measures 
based upon it. 

94. We were not convinced that it would be practicable — though it might 
be desirable — in the hospital service to introduce any effective form of disci- 
plinary action. Even if a hospital doctor is responsible for serious over- 
prescribing there can never be any question of his doing this, as would appear 
possible in general practice, to his own personal advantage. There would also 
be a serious practical difficulty of establishing culpability, flowing from the 
common Scottish practice of .appointing certain senior consultants to be chiefs 
of units. Although every hospital doctor is ultimately responsible for his 
prescriptions, chiefs do exercise considerable influence on the pattern of 
treatment favoured in units. In everyday work in a hospital this subtle 
division of responsibility raises no problems, but if there were any question 
of taking disciplinary action against a doctor for excessive prescribing it 
might give rise to difficulty. 

95. On a number of occasions we considered a suggestion that hospital 
prescribing should be restricted to a limited list of drugs, approved and 
revised by some central body, or alternatively that certain preparations 
should not be prescribable. We believe that only marginal savings would be 
made merely by restricting the field of choice. Further, it is a function of the 
Hospital and Specialist Services to ascertain the limits of usefulness of new 
drugs by expert experimentation, and restriction to a limited list would be 
incompatible with this important function. 

96. Many hospital doctors are at .present prescribing without full awareness 
of the cost to the taxpayer : it ds our firm conviction that the best correctives 
are to foster cost-consciousness and to help the hospital doctor to cany out 
to better advantage the duties of prescribing with the discretion with which it 
is essential he should be entrusted. 

Hospital Prescribing Committees 

97. Central to all our more detailed proposals for the Hospital and 
Specialist Services, and in our view the most important, is the institution 
of Hospital Prescribing Committees throughout the Service. These have 
already been set up in a few hospitals with great advantage and have pro- 
vided a forum for the domestic discussion of existing prescribing practice 
in its medical, administrative and financial aspects. We envisage that the 
committees would also issue bulletins from .time to time about any trends 

28 



Printed image digitised by the University of Southampton Library Digitisation Unit 



in prescribing and use of dressings that were leading to extra expenditure 
and about comparative costs of new drugs and equivalents. They would 
deal also with such matters as a selection of certain drugs which might 
avoid duplication of stocks within the hospital. 

98. In February, 1958, some seven months after we had been constituted 
as a Committee, we put forward several interim suggestions, which are 
reproduced in Appendix XIV of this Report. These recommended con- 
sideration of, amongst other things, the use of wall charts and standing 
exhibitions in hospitals to show the cost of drugs and dressings ; the sub- 
mission to doctors of ward costs and the costs of the drugs on individual 
treatment charts ; the issue of “ Prescribes’ Notes ” to all hospital doctors 
individually ; consultation between doctors and pharmacists at hospital level 
to reduce the numbers of drugs of similar therapeutic effect requiring to be 
stocked ; and the authorising of hospital pharmacists with the approval of 
the doctors in charge of the wards to supply identical standard equivalents 
for proprietary drugs prescribed unless a special need for a proprietary brand 
is indicated. We understand that these suggestions were conveyed to hos- 
pital authorities by the Department of Health for Scotland and that they 
have been acted on in some hospitals. We recommend that the hospital 
prescribing committees be asked to review the action taken in the hospitals 
as a result. 

99. The committees’ views on prescribing questions would be brought to 
the attention of the senior consultants who bear the general responsibility 
for unit costs. They, with their knowledge of ward circumstances would 
be expected to take such action as is necessary to eliminate avoidable 
expenditure on drugs and dressings. The bulletins would be circulated to 
the whole staff. 

100. The committees would be primarily advisory and educational in 
character. They should, however, where their persuasion had failed, be able 
to refer apparently clear extravagance through the Board of Management 
to the Regional Hospital Board, the main employer of hospital doctors. 
Before such references, the committees would be expected to inform the 
doctor that they contemplated taking this step and he would have the un- 
questionable right to make known his own views. 

101. We feel that these committees should have as members some senior 
consultants, perhaps chiefs of units, administrative officers, hospital pharma- 
cists and also— for there seems to us to be a special value in enabling all 
grades of hospital doctors to benefit from this interchange — representation 
of more junior grades of hospital doctor. Nursing staff are responsible for 
assembling and holding stocks of drugs and dressings in wards and evidence 
has suggested that they will have an important part to play in securing 
economy. Representation of the hospital nursing staff should, therefore, 
be included on the committees. 

102. Since we are satisfied that general practitioners’ costs are influenced 
by the advice and prescribing habits of consultants we recommend that 
arrangements be made for liaison between Hospital Prescribing Committees 
and Local Medical Committees. 

103. We do not feel it desirable to go into too much detail about the 
formal status of such hospital prescribing committees but a possible arrange- 
ment would be for Boards of Management to initiate the matter by asking 
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hospitals, through staff committees, to nominate members for a committee 
to deal with questions of prescribing costs. Although essentially composed 
of hospital staff the hospital prescribing committee would then for adminis- 
trative purposes be a committee of a Board of Management, thereby acquiring 
access to advisory personnel and office facilities. We think it necessary for 
the committee to be associated with the Board of Management in this way 
so that it will not feel inhibited in its approach to the Board’s staff and 
facilities for advice and the information on which to work ; but we would 
stress that at the same time the committee should be regarded as completely 
independent in the formulation of its professional judgment on prescribing 
questions. 

104. It would clearly be desirable to have a committee for each large 
hospital. On the other hand, in areas where the Board of Management 
is responsible for a group of small hospitals, it would need to work out 
its own arrangements, and it is probable that one committee would suffice, 
small hospitals possibly sending doctors to sit on the committee in rotation. 
It might be that the smallest hospitals could be left out of the arrangement 
altogether. But again, we feel that this would be for individual Boards 
of Management to decide as they think fit. 

105. If the committee’s work is to be really effective, we feel it is essential 
that some form of costing should be introduced to provide a basis for their 
discussions and to give a lead to their enquiries. To permit this, it would 
be necessary to define responsibility for prescribing, on whatever basis was 
appropriate for the particular hospital, so as to relate responsibility for the 
costs of defined areas — beds, wards or units — to particular senior consultant 
posts, as few in number as would be appropriate. We are well aware that 
a hospital’s prescribing expenditure cannot be completely divided into rigid 
compartments, but we feel that the association of a particular senior con- 
sultant post and defined areas of responsibility for prescribing costs should 
be taken as far as practicable under the guidance of the hospital prescribing 
committees. We are also aware that there are many variables in hospital 
prescribing and that the cost of even the most apparently similar units 
cannot simply be set side by side for comparison. But in other fields it 
is normal practice, where a check on expenditure is required, for accountants 
to produce costing information, which by itself is not conclusive and is 
only a pointer, but which is of help to the persons concerned with the 
expenditure — here the individual consultants — in detecting possible waste. 
There may often be explanations of apparent discrepancies but unnecessary 
expenditure may be brought to light and generally a useful awareness of 
costs will be produced. The accounting staff of a Board of Management 
might in the first place discuss with the prescribing committee the sort of 
statistical information which would be most useful to them and which could 
be produced without undue cost or difficulty. They could then, in consulta- 
tion with the administrative officer and the chief pharmacist, decide on the 
best method of producing the figures, which should normally be obtainable 
from the stock records of the destination of drugs, etc., issued from the 
pharmacy. We appreciate that some extra clerical work may be involved 
but we consider that this would be justified by ithe results. 

106. The prescribing costs of the various units, and past and current costs 
for the same units, would thus be available to the hospital prescribing 
committees. Through the Regional Hospital Boards comparisons as between 
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the costs of units in different hospitals and indeed in different Regions would 
be possible. 

107. We would suggest that the individual hospital prescribing committees 
should consider whether it would be advantageous in their particular hos- 
pitals that the junior doctors should be required to obtain the counter- 
signature of the chief of the unit on prescriptions which they write for 
unfamiliar expensive drugs. It would, of course, be understood that such 
prescriptions would be dispensed without a counter-signature in cases of 
urgency when the chief of the unit was not available. We have heard in 
evidence of this system being adopted and serving as a brake on any tendency 
to prescribe costly new products lavishly. 

Consideration of Regional Hospital Prescribing Committees 

108. The Regional Hospital Boards should, of course, retain their general 
duty of examining, and bearing responsibility for, prescribing as an element 
in hospital running costs and we have given some thought to the question 
of whether Boards should be advised by new Regional Prescribing Com- 
mittees. We are conscious, however, that the establishment of new com- 
mittees has to be avoided unless they are absolutely essential and have 
concluded that proper oversight can be exercised by one of the existing 
committees of the Board — perhaps, the Finance Committee, especially if 
special members are co-opted for discussion of prescribing costs. In our 
view. Regional Hospital Boards can play a very constructive part in securing 
economy in prescribing. While no prescribing figures for individual hospital 
doctors at present exist, there are figures on the bed unit costs of different 
hospitals. Hitherto, these have been used mainly for accounting purposes 
and for estimating future financial requirements. We believe that no exten- 
sive attempt is made to examine them from the point of view of prescribing 
costs or to bring to the notice of the staff responsible any striking 
differences in bed unit costs for hospitals doing similar work. We have 
heard of cases where these have differed as much as six times. We think 
Regional Hospital Boards should, in future, make a point of bringing 
apparent discrepancies, whether between hospitals or in the record of one 
hospital, to the attention of the proposed hospital prescribing committees. 
In the light of the internal costing information which these committees 
would have, they would be able to take up the matter with the doctors 
concerned and would then report back. In some cases there might be per- 
fectly reasonable explanations ; in others, a valuable reappraisal of pre- 
scribing practice might have been prompted. In this way the work of 
Regional Hospital Boards would complement that of hospital prescribing 
committees and together they would provide a range of enquiry comparable 
with that which exists in the General Medical Service. 

“ Prcscribcrs’ Notes ” 

109. The hospital prescribing committees we have envisaged would, we 
feel, help to eliminate wasteful expenditure due to lack of cost-consciousness 
on the part of hospital doctors. There would also be the question of waste- 
ful expenditure owing to lack of information about the proper use of new 
drugs. We have been disturbed to discover that, during the period imme- 
diately following the marketing of a Dew drug, a great deal of reliance 
has to be placed on the advertising matter issued by drug manufacturers 
and information from their representatives. Some of this literature is very 
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valuable and some of the representatives are well qualified persons whose 
advice on a new product is welcomed by the doctors. But the account 
of a drug offered in advertisements of any kind is not necessarily impartial, 
and it is clear to us that drug manufacturers do not always make plain 
enough the extent to which a new drug offers genuine therapeutic advan- 
tages over similar preparations and the limits of its usefulness. Fairly soon 
after a drug has been marketed, it is true, the claims of its manufacturer are 
examined by the Cohen Committee and it is given a categorisation which 
is at least a guide to its character. But it is precisely during the first few 
months a drug is on the market that its sale is promoted with most vigour, 
and hospital doctors — unless they have themselves had access to accounts 
of clinical trials — cannot readily check the claims of the manufacturer. We 
have given careful thought to this matter and feel there is a real need for 
independent authoritative advice and information to be issued to doctors 
at the earliest possible moment. We consider that ithe best way would be 
to augment the editorial board for the existing publication, “ Prescribes’ 
Notes ”, by the co-opting of members from the various branches of the 
medical profession, which would examine all the available evidence about 
a new drug and issue a summary of the information. It would be essential 
that the information should reach hospital doctors at the earliest possible 
date. To this end we recommend the appointment of a full-time editor. 
“ Prescribes’ Notes ” would thus be expanded and issued more frequently 
to include brief and topical accounts of new preparations which would pro- 
vide doctors in hospitals with an objective second opinion on the drugs 
which they were being pressed by advertisements to prescribe. The expanded 
form of “ Prescribes’ Notes ” we visualise would, of course, go to general 
practitioners also for whom its value would be scarcely less great than for 
doctors in hospital. 

110. As a complementary measure we would recommend that hospital 
doctors also receive copies of the Alternative Edition of the British National 
Formulary. 

Representatives of drug manufacturers 

111. We have been given to understand that the representatives of drug 
manufacturers frequently obtain access to hospitals without appointment and 
may thus press their latest additions to the range of drugs on all grades of 
hospital doctor. We appreciate that it would be impossible to enforce any 
strict rules in this matter but we would welcome an extension of the practice 
which already holds good in some hospitals whereby representatives wishing 
to call are required first to approach an administrative officer or the chief 
pharmacist except where a prior appointment has been made with a chief 
of unit or senior consultant. 

Budgeting for expenditure on drugs in hospital 

1 12. We discussed whether, as a means of promoting cost-consciousness, 
a system of budgeting by units might be introduced whereby hospital units 
would be required to estimate the value of drugs they would need during 
the year, making supplementary estimates for extra funds if necessary. We 
considered this proposal carefully but came to the conclusion that on balance 
it would not be advantageous. It would mean some extra clerical work 
in an expanding unit and, in cases where a short fall in expenditure seemed 
likely, it might lead to extravagance at the end of the year. The more 
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general awareness of costs promoted by the work of the proposed hospital 
prescribing committees would in our view achieve the same purpose more 
satisfactorily. 

Clinical Trials 

113. We received evidence that in certain cases expenditure in the General 
Medical Service results from hospital doctors conducting special research 
trials which involve recommendations to general practitioners to prescribe 
the drug concerned. Although we do not favour general budgeting, we 
consider that the originators of such special clinical trials should be required 
to estimate and to consult the Board of Management about the total cost 
of their project, both to the Hospital Service and to the General Medical 
Service, before embarking upon it. In some cases drugs are much cheaper 
if dispensed in the hospital pharmacy which benefits from special contract 
purchase arrangements. This is a factor which might be taken into account 
when deciding the extent to which prescribing in the General Medical Service 
should be involved. In some cases it might be practicable and cheaper to 
have more of the dispensing done in the hospital pharmacy. Many trials 
are of course carried out at the expense of manufacturers, but where the 
cost to be borne by the National Health Service is expected to be over 
£250 we consider that the Advisory Committee on Medical Research should 
be consulted — when the question should also be raised of whether ad hoc 
funds may be made available. This consultation would help avoid the 
considerable duplication of trials which at present occurs. 

114. We also feel that it would be useful in the interests of more accurate 
costing generally if actual expenditure incurred on special research trials 
could be isolated. 

Prescribing for Out-patients and In-patients on Discharge 

115. Out-patient work is a very important side of a hospital’s activities 
involving the giving of advice to experienced general practitioners, and at 
present it is from out-patient departments that many of the recommenda- 
tions to general practitioners to prescribe costly new drugs are made. In 
Scotland out-patient clinics are frequently taken by doctors of no great 
seniority, from whom many such recommendations come. With this point 
in mind we would urge that where possible the practice of having out-patient 
departments conducted by more senior consultants including the chief of a 
unit and his first assistant should be recommended to hospitals in Scotland. 

116. In general the influence which hospital doctors have on prescribing 
by family doctors is insufficiently appreciated. This is as true of prescribing 
for in-patients on their discharge as of the recommendations made in out- 
patient departments. A general practitioner will naturally be diffident about 
questioning a specialist’s recommendation and, particularly if the patient 
knows what he was given in hospital, it may be most difficult to- substitute 
at his own discretion a less expensive equivalent. Hospital doctors are too 
little aware of how the initial selection of a drug, made without regard to 
cost, may establish widespread and expensive use of it in general practice 
where indeed its cost may be higher. This whole question is we consider 
one which hospital prescribing committees should examine fully. 
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PART IV 



The Drug Manufacturing Industry 

Advertising 

117. The Committee has not had the facilities for investigating the costs, 
and profits of the drug manufacturing industry. In one respect at least, 
however, namely the advertising of drugs which intimately concerns pre- 
scribing practice, we have considered the matter and formed definite views. 
In some cases information on new drugs circulated by manufacturers proves 
moat useful to medical practitioners. But many of the methods of modern, 
advertising are distasteful to us, especially when they invade a field such 
as medicine where one would hope that only the most scrupulous regard! 
for the whole truth objectively presented would be tolerated. We are con- 
vinced that some of the advertising literature issued by some drug manu- 
facturing firms is misleading and not conducive to a rational and critical 
appraisal of the drug. It is however unrealistic today to expect any industry 
to disregard altogether modern methods of sales promotion. We have been 
told that medical practitioners have a healthy scepticism about advertising 
generally ; but we are inclined to see a distinction between a genuinely 
critical attitude towards an advertisement and merely lack of time to read 
more than a small proportion of what the post brings. We have the impres- 
sion that although doctors may look at a very few of the advertisements 
they receive, those they do in fact read, which may have a very subtle 
appeal, do influence their prescribing considerably. We hope that some 
of the recommendations we have made for both the Hospital and Specialist 
Services and the General Medical Service will have the effect of making 
doctors more critical of advertisements than ithey are at present. This may 
make advertisements themselves more informative and less tendentious, and 
in turn help to keep off the market some of the preparations for which no 
valid claim can be made to therapeutic advantage over existing medica- 
ments. We note with pleasure the request made by the Association of 
British Pharmaceutical Industry to their members to show the prices of drugs 
in advertisements. We feel it is a most useful step in helping the doctor 
have some idea of the relative costs of similar drugs. 

118. We would recommend also that the Association of British Pharma- 
ceutical Industry be invited to co-operate further by asking its members 
to include in their advertisements the Cohen Committee classification where 
one has been given and, where the drug has not been classified, to indicate 
the fact. We trust the industry will agree to this, especially in view of 
the proposed alteration in categories which we understand the Cohen Com- 
mittee has proposed partly in response to representations by the Industry. 

119. Indeed we would recommend that the price, the “Cohen” classifica- 
tion and also the approved name should be shown together within a small 
“ box ” of standard shape and size. This would be shown on all printed 
advertising matter circulated to doctors in the National Health Service, 

34 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Doctors would become accustomed to recognising the device and would, 
we think, look for it when going over advertising literature. We hope very 
much that the Association would be willing to recommend that its members 
should adopt this suggestion. In the event of their not doing so, however, 
we would go so far as to suggest that consideration be given to making 
compulsory the printing of the information, in this distinctive form. Regard- 
ing the approved names, it has been the practice of most British manu- 
facturers to approach the British Pharmacopoeia Commission for an approved 
name for a new drug before placing it on the market, and for such products 
the approved name is usually available before the substance is generally 
released for sale. There would doubtless however be many occasions when 
one or more of the items of information was not available at the time the 
advertising literature was ready to go to print. Where this was so the fact 
that this information was not yet to hand would be shown in the space 
reserved for it within the “ box ”. As a complementary measure we would 
recommend that a suitable way be found of reminding the doctors of what 
the different Cohen categories signify. 

120. Much of the sales promotion conducted by the industry is carried 
out by representatives who visit both general practitioners and hospital 
doctors. Some of these representatives are well qualified persons whose 
visits are informative and appreciated. However, this is not always the case 
and many representatives are skilled primarily in the art of persuasion. We 
have mentioned elsewhere in the Report the desirability of having repre- 
sentatives make appointments before calling. 

121. While many drugs are given carefully controlled trials we deplore 
the practice of some manufacturers or their agents in quoting what is some- 
times only superficial discussion between a representative and a consultant 
as an endorsement for a preparation on which no thorough trial has in 
fact been carried out. Medical practitioners should be on their guard both 
against giving their approval to preparations the efficacy of which they 
have not fully examined and also against manufacturers’ claims when it is 
clear that no evidence of a proper trial exists. In this connection we hope 
that one of the results of the educative measures we have proposed will 
be to give practitioners a keener sense of what does constitute a valid claim 
to therapeutic effectiveness. 

122. We suggest further that the Medical Associations and the Associa- 
tion of British Pharmaceutical Industry should be asked to give an under- 
taking to meet from time to time for the purpose of exchanging views on 
the type of advertising matter being circulated. We envisage that a stand- 
ing joint committee might be appointed which would take up with the 
manufacturer concerned any examples of advertising literature which fell 
below the standard which the committee regarded as appropriate. We 
must add that we deplore the offering of material inducements to medical 
practitioners and students by drug firms. This we regard as contrary to the 
public interest. 

“ Blunderbuss ” therapy 

123. Bad prescribing practice summed up in the words “blunderbuss” 
therapy has a bearing on the policy of drug manufacturers. The practice is 
based upon the assumption (or the hope) that one or other of the drugs 
will in the event prove to* be appropriate to the patient’s needs. This form 
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of prescribing represents the very antithesis of current teaching in medical 
schools ; and is condemned as being wasteful of materials and a sign of 
the doctor s professional incompetence. Current teaching urges precision 
m diagnosis— whereby the patient’s exact requirements can be defined. There 
are of course occasions when a limited number of drugs can be given together 
with advantage to the patient and with greater convenience. 

124. It is significant that when a drug manufacturer offers preparations of 
the “ blunderbuss ” type he frequently refers in his literature to clinical 
concepts which are entirely unacceptable to critical clinicians. Moreover 
it is suggested sometimes that the preparation offered is compounded so 
comprehensively and “ blended ” so ingeniously that it possesses merits quite 
beyond the reach of conventional methods of treatment. This approach, 
the Committee is satisfied must be dismissed as an ancient form of quackery 
assuming the guise of modem pseudo-science. If doctors can be persuaded 
by manufacturers to use such preparations it is clearly no easy matter to 
restrict “ blunderbuss ” therapy, but we recommend that the appropriate 
bodies should, nevertheless, consider ways of preventing or reducing it. In 
general, the measures we are recommending which should conduce to more 
competent prescribing will, we hope, lessen the commercial success of these 
products and lead to their being dropped from manufacturers’ lists. 

Duplication of Drugs 

125. It is a cause of increasing concern to the chemists who dispense 
doctors’ prescriptions that the number of proprietary preparations that they 
have to stock or to be able to obtain on short notice is multiplying fast, 
increasing the necessary capital outlay on drugs, and also the volume of 
“ bad stock ”, In so far as the increase in the number of drugs is due to 
the discovery and marketing of new therapeutic agents, the chemists will 
welcome it as a measure of pharmacological progress. But to a not incon- 
siderable degree, the increase in the variety of drugs required to be kept 
on hand is, we fear, owing to manufacturers virtually copying each others 
new drugs with variations of little or no therapeutic significance. We 
deprecate this tendency to the needless duplication of proprietary drugs for 
the reason that it tends to complicate and confuse prescribing, and to render 
more difficult the doctor’s task of maintaining an up-to-date knowledge 
of the new drugs available to him. We should like to see this practice 
curbed if practicable and recommend that the appropriate body should see 
whether this could be simply achieved by legislative provision. We make 
this recommendation having in mind the interests of the National Health 
Service but we have not felt able ourselves to assess it in the wider context 
of for instance export trade considerations. 

Approval of Marketing 

126. In considering the continuing flow of new drugs and preparations, 
we discussed ithe question of whether it would be advisable to recommend 
■that a central body should be set up whose approval would be necessary 
before any new preparation could be marketed. Before this approval would 
be given, evidence would have to be submitted to show first, that the drug 
would be useful and safe, and secondly, that it offered significant advantages 
over existing preparations. We obtained information from the health autho- 
rities in Sweden and France where such schemes are operated which shows 
that it is practicable to devise the necessary legal framework and to set 
up such a body. 
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127. The difficulty was in satisfying ourselves that such a regulative scheme 
would result in a worthwhile saving in costs. It is, we feel, very questionable 
whether, even if the variety of drugs were reduced, the costs of the remain- 
ing brands would fall. Unless an appreciable economy were assured, we 
would not feel justified in recommending the institution of an elaborate 
restrictive scheme for the marketing of drugs in the United Kingdom. 

GENERAL CONCLUSION 

Prescribing and its costs cannot be considered entirely in isolation since 
they are but a reflection of ithe quality of the service as a whole. 

The basic duties of the doctors who practise in the National Health Service 
are to provide patients with proper and necessary treatment and to order 
such drugs and dressings as are in fact requisite for that treatment. Any 
practitioner who fails to carry out these duties to the full falls below the 
standard prescribed by law ; any practitioner who prescribes in excess of 
what the law permits and demands acts beyond the scope of the National 
Health Service. We doubt whether the medical profession as a whole has 
fully comprehended that despite the very wide discretion in prescribing 
entrusted to the individual doctor, the laws under which the National Health 
Service operates do not confer an unqualified licence to prescribe. 

Our investigations have satisfied us that there is, in fact, unnecessary and 
excessive expenditure on drugs and dressings under the National Health 
Service attributable to prescribing practice. We do not consider, however, 
that the solution lies in excessive interference by the State in the prescribing 
practice of individual doctors. Such interference would be costly and 
cumbersome to enforce and might well defeat the main purpose of the Health 
Service. 

We have indicated a number of changes and reforms which, if put into 
operation, would in our opinion create considerable savings. It is largely 
the doctors’ ignorance of costs that is at the root of the problem. In the 
end, the main need is to foster in all members of the medical profession a 
more complete knowledge of costs and in some a sharper realisation of 
the need to protect the public purse. 

Our report is concerned with present conditions and we have not ventured 
to speculate on future patterns of prescribing and expenditure which might 
result from, for example, developments in preventive medicine. 

( Signed) James B. Douglas (.Chairman). 

Stanley Alstead. 

A. Stewart Henderson. 

Robert B. Hunter. 

J. Crawford Knox. 

E. V. Kuenssberg. 

James R. Langmuir. 

David McCall. 

Owen McDonagi-l 

E. G. Oastler. 

T. B. Smith. 

Jas. C. Stewart. 

F. H. Cowley (Secretary). 

P. K. Harrison (Assistant). 

February, 1959. 
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APPENDIX I 



Individuals and Bodies who have submitted written evidence 

Aberdeen General Hospitals Board of Management 
Association of British Pharmaceutical Industry 
Association of Scottish Hospital Matrons 
Bayer Products Ltd. 

Dr. W. J. Bethune, General Practitioner, Inverness 
British Medical Association (Scottish Council) 

British Pharmacological Society 
British Pharmacopoeia Commission 

Clinical Staff Committee, Western General Hospital, Edinburgh 
College of General Practitioners (Scottish Council) 

Conseil National de l’Ordre des Pharmaciens 
Department of Health for Scotland 
Dundee Local Medical Committee 

Professor D. M. Dunlop, Professor of Clinical Medicine and Therapeutics in the 
University of Edinburgh 
Edinburgh Local Medical Committee 
Fellowship for Freedom in Medicine Ltd. 

Mr. I. Gellman, London 

Glasgow Local Medical Committee 

Glasgow South-Western Hospitals Board of Management 

Guild of Public Pharmacists 

Institute of Hospital Administrators 

Inverness Local Medical Committee 

Lanark Local Medical Committee 

The Lancet 

Lothians and Peebles Local Medical Committee 
Medical Practitioners’ Union 

Drs. D. N. B. Morrison and K. T. Gruer, General Practitioners, Aberdeenshire 
Dr. A. G. Macgregor (Department of Clinical Medicine and Therapeutics, in the 
University of Edinburgh) 

Northern Regional Hospital Board 
North-Eastern Regional Hospital Board 
Pharmaceutical General Council (Scotland) 

Pharmaceutical Society of Great Britain (Scottish Department) 

Royal College of Nursing (Scottish Board) 

Royal Faculty of Physicians and Surgeons (Glasgow) 

Scottish Association of Executive Councils 
Scottish Trades Union Congress (General Council) 

Swedish Medical Board 
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Individuals and Bodies who have given oral evidence 

Aberdeen General Hospitals Board of Management 
Dr. I. R. W. Alexander, General Practitioner, Edinburgh 
Association of British Pharmaceutical Industry 

Professor John Bruce, President of the Royal College of Surgeons of Edinburgh 
British Medical Association (Scottish Council) 

Clinical Staff Committee, Western General Hospital, Edinburgh 
College of General Practitioners (Scottish Council) 

Department of Health for Scotland 
Dundee Local Medical Committee 
Edinburgh Local Medical Committee 
Faculty of Medicine, University of Aberdeen 
„ „ „ „ „ Edinburgh 

„ » » » „ Glasgow 

„ „ „ „ „ St. Andrews 

Galloway Local Medical Committee 
Glasgow Local Medical Committee 
Glasgow South-Western Hospitals Board of Management 
Lanark Local Medical Committee 
Lothians and Peebles Local Medical Committee 

Dr. A. K. M. Macrae, Physician Superintendent, Bangour Village Hospital 
Medical Practitioners’ Union 

Dr. G. A. Grant Peterkin, Consultant Dermatologist, Royal Infirmary, Edinburgh 
Pharmaceutical General Council (Scotland) 

Pharmaceutical Society of Great Britain (Scottish Department) 

Royal College of Physicians of Edinburgh 
Royal Faculty of Physicians and Surgeons, Glasgow 

Dr. Richard Scott, Director in Charge of the General Practice Teaching Unit a 
Edinburgh University 
Western Regional Hospital Board 



APPENDIX II 

Increase in the Drug Bill from 1948 to 1957 





1948 

(part 

year) 


1949 


1950 


1951 


1952 


1953 


1954 


1955 


1956 


1957 


Hospital and Specialist Ser • 
























£ 


£ 


£ 


£ 


£ 


£ 


£ 


£ 


£ 


£ 


(thousand) 


399 


870 


1,097 


1,302 


1,325 


1,329 


1,334 


1,407 


1,532 


1,647 


General Medical Services. 


£ 


£ 


£ 


£ 


£ 


£ 


£ 


£ 


£ 


£ 
























sand) 


1,169 


3,607 


4,367 


5,124 


5,434 


5,564 


5,782 


5,786 


6,361 


7,222 
























issued (thousand) 


6,577 


17,177 


19,505 


20,787 


20,389 


20,495 


20,949 


21,205 


21,501 


20,920 


Average gross cost per 


s. d. 


s. d. 


s. d. 


s. d. 


s. d. 


s. d. 


s. d. 


s. d. 


s. d. 


s. d. 


prescription 


3 6 


4 1 


4 4* 


4 10 


5 2* 


5 4 


5 5 


5 4± 


5 9* 


6 9k 
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APPENDIX III 



Breakdown of drug bill to show the element of 
Chemists’ Remuneration {excluding stock orders) 

1952-57* 





(D 

Gross Cost 


(2) 

Cost of Ingredients 
(i.e. cost of the 
drugs dispensed) 


(3)t 

Chemists’ 
remuneration and 
overheads, etc. 




£ 


£ 


£ 


1952 


5,259,997 


2,784,193 


2,475,804 


1953 


5,386,425 


2,900,554 


2,485,871 


1954 


5,598,159 


3,057,448 


2,540,712 


1955 


5,590,956 


3,068,716 


2,522,240 


1956 


6,155,143 


3,467,418 


2,687,726 


1957 


7,003,852 


4,077,915 


2,925,937 



* Information for the years previous to 1952 is not available in the form required for this 
table. 



t Column (3) contains oncost allowance of 25 per cent of ingredient cost, dispensing fees, 
urgent fees, extra oncost allowance, container allowance, purchase tax and charges allowances. 



APPENDIX IV 

The Categories for the Classification of Proprietary Preparations 
devised by the Joint Committee on Prescribing and used by the 
Standing Joint Committee 

(1) New drugs of proved value not yet standard. 

(2) Proprietary brands of standard drugs, singly or in combination. 

(3) Standard preparations, and new remedies of proved value, in elegant form or 
vehicle. 

(4) Qualitative and/or quantitative modifications in the composition or combination 
of standard preparations, or new remedies of proved value, which are not accepted 
as therapeutically superior to preparations included either alone or in combination 
in the British Pharmacopoeia, the British Pharmaceutical Codex or the National 
Formulary. 

(5) Preparations not in the British Pharmacopoeia, British Pharmaceutical Codex 
or National Formulary, which in the Committee’s view have not been proved of 
therapeutic value. 

(6) Preparations which are a combination of (4) and (5). 

Date: 1950. 

These categories are shortly to be revised by the Joint Committee. 
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APPENDIX V 



Details of sums recovered from doctors’ remuneration because of 
excessive prescribing during years from 1952-1957 



Year 


Number of doctors from 
whom amounts recovered 


Amounts 

recovered 


1952 


8 


6s.-£25 


1953 


13 


5s.-£50 


1954 


1 


£100 


1955 


4 


£25-£150 


1956 


40 


£2 2s.-£75 


1957 


7 


£10-£100 



APPENDIX VI 



Analysis of Drug Bill in the General Medical Service 
in 1957 

Gross payments to chemists and appliance suppliers (including stock orders). 



1957 


Gross 

Cost 


Ingredient 

Cost 


Oncost 


Dispensing 

Fees 


Container 

Allowance 


Miscel- 

laneous* 




£ 


£ 


£ 


£ 


£ 


£ 


Chemists 


7,003,852 


4,077,915 


1,019,471 


1,651,632 


173,952 


80,882 


Appliance Suppliers 


96,312 


64,967 


16,242 


- 


- 


15,103 


Stock Orders 


121,802 


97,301 


24,328 


- 


- 


173 


Totals 


7,221,966 


4,240,183 


1,060,041 


1,651,632 


173,952 


96,158 



* Urgent fees, extra oncost, purchase tax and charges allowances. 
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APPENDIX VII 



Prescribing Costs in Areas of Different Densities 

June 1956 





1. Rural 
Practices 


2. Semi-Rural 
Practices 


3. Urban 
Practices 


Executive 

Council 

Areas 


Number 

of 

doctors 


Average 
Cost per 
patient 
for 

month 


Number 

of 

doctors 


Average 
Cost per 
patient 
for 

month 


Number 

of 

doctors 


Average 
Cost per 
patient 
for 

month 


Aberdeen and 


31 


s. d. 

1 6* 


44 


s. d. 
1 8 


15 


s. d. 

i m 


Kincardine. 










Angus 


2 


i in 


44 


1 8 


Nil 


Nil 


Argyll and Bute ... 


38 


1 4i 


24 


1 Hi 


Nil 


Nil 


Ayr 


5 


1 7 


71 


2 0 


76 


2 4 


Banff, Moray and 


1 


1 1 


64 


2 0i 


Nil 


Nil 


Nairn. 












Caithness 


5 


1 8 


8 


X 6 


Nil 


Nil 


Dumfries 


10 


1 5J 


21 


1 8i 


13 


1 8 


Dunbarton 


5 


1 8* 


25 


2 1 


46 


2 Of 


Fife 


42 


2 Oi 


37 


2 4* 


63 


1 Ilf 


Galloway (Kirkcud- 


12 


1 6i 


22 


1 9i 


Nil 


Nil 


bright and Wig- 
town). 












Inverness 


32 


1 5* 


19 


i ioi 


Nil 


Nil 


Lanark 


14 


1 9i 


63 


1 104 


142 


1 lOf 


Lothians and Peebles 


13 


1 10 


47 


1 8i 


61 


1 8f 


Orkney 


13 


1 4i 


4 


2 3i 


Nil 


Nil 


Perth and Kinross... 


17 


1 4i 


40 


1 8i 


23 


1 4J 


Renfrew 


Nil 


Nil 


14 


1 10 


136 


1 lOf 


Ross and Cromarty 


18 


1 9} 


23 


2 0i 


Nil 


Nil 


Roxburgh, Berwick 


8 


1 Ti 


41 


1 9f 


6 


1 9i 


and Selkirk. 








Stirling and 


8 


2 Oi 


40 


2 0* 


60 


1 lOf 


Clackmannan. 








Sutherland 


5 


1 1 


7 


1 6i 


Nil 


Nil 


Zetland 


8 


1 1 


6 


2 Of 


Nil 


Nil 


City of Aberdeen . . . 


Nil 


Nil 


Nil 


Nil 


82 


1 Ilf 


City of Dundee 


Nil 


Nil 


Nil 


Nil 


88 


1 7i 


City of Edinburgh . . . 


Nil 


Nil 


1 


9i 


264 


2 0 


City of Glasgow . . . 


Nil 


Nil 


Nil 


Nil 


546 


2 3f 


All areas 


287 


i n 


665 


1 lOf 


1,621 


2 0* 


All areas (excluding 
all doctors who 














dispense) 


131 


1 10* 


647 


1 ioi 


1,618 


2 0* 
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Average Costs per Patient for single-handed Doctors in Scotland ( excluding capitation fee 
dispensing Doctors and Doctors with Assistants ) according to sizes of Practice 

June 195C 

National Average Cost per Patient = 2s. 
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APPENDIX IX 



Claims for Sickness Benefit and Prescribing Costs in the four 
Counties of Cities 





November, 1956 


April, 1957 


August, 1957 




Area 
Average 
Cost per 
Patient 


Claims 

for 

Sickness 
Benefit 
Rate per 
100,000 
Popula- 
tion 


Area 
Average 
Cost per 
Patient 


Claims 

for 

Sickness 
Benefit 
Rate per 
100,000 
Popula- 
tion 


Area 
Average 
Cost per 
Patient 


Claims 

for 

Sickness 
Benefit 
Rate per 
100,000 
Popula- 
tion 


Glasgow 


s. d. 

2 9i 


1,958 


s. d. 

2 61 


1,596 


s. d. 

2 3! 


1,446 


Edinburgh 


2 Si 


1,314 


2 31 


1,088 


2 1 


898 


Aberdeen 


2 3i 


1,450 


2 1± 


1,248 


2 0J 


1,113 


Dundee 


l 10f 


1,556 


1 111 


1,823 


1 8 


1,058 



It should be noted that at each period the order for cost per patient is from highest 
to lowest the same, namely Glasgow, Edinburgh, Aberdeen and Dundee, but that for 
the incidence of sickness claims the order is different and is not the same for each of 
the three periods. Thus the ranks for cost and sickness claims are as follows : 





Cost each 
period 


Sickness 


November, 1956 


April, 1957 


August, 1957 


Glasgow 


1 


1 


2 


1 


Edinburgh 


2 


4 


4 


4 


Aberdeen 


3 


3 


3 


2 


Dundee 


4 


2 


1 


3 



Glasgow is highest for cost and in two of the three periods highest for sickness 
(and second highest in the other one) but Dundee is lowest for cost but takes prominent 
place in sickness. 

A further point is that the average for all four cities (unweighted) shows little 
correspondence between the two for the separate months. Thus: 





Average Cost 


Average Sickness 




s. d. 




November, 1956 


2 4i 


1,320 


April, 1957 


2 2! 


1,439 


August, 1957 


2 0! 


1,129 
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APPENDIX X 

Pre-war and Present-day Sickness among 
Insured Population 



Year 


Total 

days 

sickness 

(a) 


Number of 
insured 
population 

w 


Days sickness 
per insured 
person 

(<0-K» 




19,744,984 


1,725,928 


11-45 


July, 1936-June, 1937 


26,673,980 


1,787,700 


14-92 


July, 1937-June, 1938 


25,875,264 


1,838,000 


14-08 


July, 1953-June, 1954 


34,195,020* 




/ 15-94* 


July, 1954-June, 1955 


33,703,040* 




\ 15-71* 



* Based on 5 per cent sample. 



Pre-war and Present-day Average Duration of Sickness of Insured 
Population 



Year 


Days sickness 


Men 


Single Women 


Married Women 


July, 1935-June, 1936 


50-43 


54-66 


58-86 


July, 1936-June, 1937 


44-61 


46-50 


54-47 


July, 1937-June, 1938 


49-78 


52-84 




July, 1953-June, 1954 


34-7 


39-8 


July, 1954-June, 1955 


40-5 


49-9 



Note: Figures for later years are not available. 
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APPENDIX XI 

Average Costs per Patient for single-handed Doctors in Scotland ( excluding capitation fee Dispensing 
Doctors, and Doctors with Assistants) according to Age Groups 
November 1956 

National Average Cost per Patient = 2s. 4£d. 
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APPENDIX XII 

Analysis of some 50,000 Prescriptions Dispensed by a Sample of 
50 Chemists in August, 1956 and in August, 1957 



Type of 
Preparation 


Percentage of all 
prescriptions in survey 


Percentage of Total Net 
Ingredient Cost of 
prescriptions in survey 




August, 1956 


August, 1957 


August, 1956 


August, 1957 


Proprietary : 

Cohen Category 1 


2-32 


0-57 


4-99 


3-05 


Cohen Categories 2, 3 and 4 


46-97 


54-34 


64-40 


71-90 


Cohen Category 5 


0-11 


0-32 


0-19 


0-42 


Cohen Category 6 


0-76 


0-80 


0-77 


0-77 


Non-proprietary 


49-84 


43-97 


29-65 


23-86 


Total 


100 


100 


100 


100 



APPENDIX XIII 

Comparison between Prescribing Doctors and Dispensing Doctors 
of Payments for Drugs supplied under the National Health Service, 

Scotland 



Year 


Pre- 

scribing 

Doctors 


Dispensing Doctors 


Capitation 


Drug Tariff 




Annual 


Number 


Number 


Annual 


Number 


Number 


Annual 




Cost per 


of 


of 


Cost per 


of 


of 


Cost per 




Patient 


Doctors 


Patients 


Patient 


Doctors 


Patients 


Patient 




s. d. 






s. d. 






s. d. 


1954 ... 


24 5f 


141 


157,419 


10 10 


29 


30,285 


14 8 


1955 ... 


24 2i 


144 


154,562 


11 3 


30 


29,010 


15 1 


1956 ... 


26 3i 


144 


151,796 


11 6 


29 


31,216 


17 8 


1957 ... 


29 5i 


141 


146,930 


12 If 


32 


35,295 


18 0 
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APPENDIX XIV 
Scottish Committee on Prescribing Costs 

INTERIM SUGGESTIONS 

The Committee have considered the invitation given to them on behalf of the Secretary 
of State to make interim recommendations if at any point they felt able to do so. 
The Committee are still in process of hearing evidence and, although they are not 
yet in a position to make formal recommendations to the Secretary of State, they feel 
that they have informed th,ehisdve£ sufficiently to. warrant their putting forward the 
Following interim suggestions which they consider should be of some assistance in 
checking the rise in the drug bi$lg < 

1. Consideration to be given to ' the possibility of introducing into the hospital 
service, where not already done: 

(i) wall charts showing in graphic form the costs of expensive and commonly 
used drugs and dressings (in all hospitals); 

(ii) exhibitions illustrating the costs of drugs and dressings (particularly in teaching 
hospitals); 

(iii) the periodical submission to the doctors concerned of samples of individual 
treatment charts showing the costs of the drugs and dressings used; 

(iv) the regular submission to doctors of information prepared by hospital pharma- 
cists in association with the hospital accounting staff showing the drug costs of 
different wards; 

(v) the issue of Prescribes’ Notes to all hospital doctors individually; 

(vi) authority for hospital pharmacists with the approval of the doctors in charge 
of the wards to supply identical standard equivalents for proprietary drugs 
prescribed, unless a special need for a proprietary brand is indicated. 

(vii) consultation between doctors and pharmacists at hospital level to reduce so 
far as possible the numbers of drugs of similar therapeutic effect requiring to 
be stocked. 

2. The issue of general practitioners’ prescribing statistics to be speeded up, if possible. 

3. The Deans of medical schools to be approached about the need for all those engaged 
in training students in prescribing to stress the importance of economy in the use of 
drugs. 

Signed: J. B. Douglas ( Chairman ) 

Stanley Alstead 
A. Stewart Henderson 
Robert B. Hunter 
J. Crawford Knox 
E. V. Kuenssberg 
James R. Langmuir 
David McCall 
Owen McDonagh 
E. G. Oastler 
Jas. C. Stewart 

February, 1958 
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